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i'A  Standard  Recertification  Survey  was  conducted 
I  on  02/05/07  to  02/08/07  at  Family  Care  Certified  , 
!  Services.  ■  \ 

;  Twenty  one  (21)  Clinical  Records  were  reviewed  j 
-rand-are-!dsntified-as-Patients-#1-to-#24.  — — — i- 


.  Nine  (9}  Home  Visits  were  made  to  Patients  #2, 
!  #3,  #6.  #7,  #12,  #13,  #14,  #19  and  #21. 

Fifteen  (15)  Personnel  Records  were  reviewed 
and  are  identified  as  Employees  #1  to  #15. 
G  225  484.36(c)(2):ASSIGNMENT  &  DUTIES  OF 
:  HOME  HEALTH  AIDE. 

:  The  home  health  aide  provides  services  that  are 
.  ordered  by  the  physician  in  the  plan  of  care  and 
■■■  that  the  aide  is  permitted  to  perform  under  state 
law. 


.  This  STANDARD  is  not  met  as  evidenced  by:. 

Based  on  review  of  the  clinical  records,-  the 
'■■  agency's  policy  and  procedure  and  staff  interview, 

the  agency's  nursing  staff  failed  to  ensure  that  the 
:  paraprofessional  staff  perform  all  the  ordered 
■j  patient  care  tasks  according  to  the  Plan  of  Care 
:  in  six  (6)  of  twelve  (12)  patients  receiving 
;  paraprofessional  services  (Patients  #2,  #4,  #7, 

#S,  #10&#21). 

i 

I  The  agency's  failure  to  ensure  that  the 
r  paraprofessional  staff  provides  the  ordered 
;  patient  care  task's  according  to  the  Plan  of  Care 
.'  places  all  patients  at  risk  for  poor  quality  of  care 
;  and  unmet  patient  care  needs. 

Findings  are: 


G  225 


~l4nrneeting  Was'held  with 
Administrator,  Director  of  Nursing, 
Director  of  Long  Term  Program,  PI 
Committee,  and  the  HHA 
Coordinator  to  review,  assess, 
design,  and  implement  a  plan  of 
action. 

The  CHHA  will  reinforce  with 
Nursing  department  and  ensure  that 
revised  HHA  Care  Plans  are  written 
each  recertification  period.  The  , 
LTHHCP  will  review/rewrite  their 
HHA  Care  Plans  every  six  months. 

The  Director  of  Nursing  will 
reinforce  procedure  that  copies  of 
revised  HHA  Care  Plans  are 
distributed  appropriately  within  the 
patients  home,  the  medical  record,' 
and  the  HHA  Coordinator  (who  in 
turn  will  forward  a  copy  to  the  aide 
agency). 
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program  participation.  . 
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'  Patient  #2  was  admitted  to  the  agency  on 
•  ;  06/27/06  with  diagnoses  including  Varicose  Vein 
;  Lower  Extremities  with  Ulcer,  Venous 
•:  Insufficiency,  Hypertension  and  Diabetes  Mellitus. 

;  Review  of  the  Plans  of  Care  dated  10/22/06  - 
!  12/23/06  and  12/24/06-02/21/07  ordered  home 
'  health  aide  (hha)  service  three  (3)  -  five  (5)  days  x ; 

two  (2)  -  four  (4)  hours  to  provide  personal  care 
:  for  ADL  (Activities  of  Daily  Living),  assist  for  meal 
.  preparation,  for  light  housekeeping  and  for  HEP 

(Home  Exercise  Program). 

;  Review  of  the. aide  duty  sheets  from  1 1/27/06  - 
:  01/19/07  consistently  failed  to  document  that  the 
^  |  hha  provided  the  patient  with  assistance  with  the  j 
'  HEP  as  ordered  on  the  Plan  of  Care  and  directed  ; 
'  on  the  Home  Health  Aide/Personal  Care  Aide 
:  Care  Plan  dated  06/27/06. 

I  During  interview  with  the  Nursing  Supervfsor, 
\  Director  of  Patient  Services  (DPS)  and  Quality 
'.  Assurance  Nurse  on  02/08/07  at  10:00  AM,  the  ; 
)  staff  acknowledged  the  findings. 

Patient  #21  was  admitted  to  the  agency  on 
01/17/00  with  diagnoses  including  Cerebral  ; 
Vascular  Disease  and  Hypertension.  i 


Review  of  the  Plans  of  Care  dated  1 0/1 8/06  - 
i  12/16/06  and  12/17/06  -  02/14/07  ordered  PCA 
|  (Personal  Care  Aide)  service  seven  (7)  hours  x 
i  six  (6)  days  to  assist  with  change  bed  linen,  light 

housekeeping  and  assist  with  ambulation. 

Review  of  the  aide  duty  sheets  lacked 
documentation  that  the  PCA  assisted  the  patient 
with  ambulation  on  12/04-  12/08,  12/11  -  12/15, 
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PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE " 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


(X5) 
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DATE 


G  225 :  The  Administrator  will  compose  a 
;  letter  requesting  meetings  with 
j  representatives  of  all  HHA  agencies. 
I  Letters  will  be  sent  by  March  9,  2007 
j  requesting  meeting  dates  for  the  week 
j  of  March  19th  .  During  the  meeting, 
:  the  administrator  will  review  the 
I  language  in  contract  detailing  the 
;  responsibility  of  the  Aide  Agency  to 
■  check  the  accuracy  of  the 
:  documentation  submitted.  Discussion 
to  also  include  communication  from 
the  Aide  to  the  Nurse  as  to  when  they 
have  questions  as  to  the  assigned  tasks 
given. 

The  HHA  Coordinator,  and  the  LT 
Office  Coordinator  will  continue  to 
review  accuracy  of  completion  of  the 
duty  sheet. 


As  part  of  the  Aide  supervision  sheet,  ' 
a  new  prompt  will  be  added, 
requesting  tile  Nurse  to  also  include 
"documentation  instruction"  as  part  of 
the  aide  supervisory  visit.  The  j 
Directors  of  Nursing  for  both 
programs  will  instruct  the  Nurses  of  ' 
this  addition  to  the  aide  supervisory 
form.  When  deemed  necessary,  the  ]' 
Nurse  will  also  instruct  the  aide  on 
proper  completion  of  the  paperwork, 
by  having  the  aide  complete  the  duty 1 
sheet  in  the  presence  of  the  Nurse. 
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FAMILY  CARE  CERTIFIED  SERVICES 
NURSING  VfSIT  REPORT 


HCC. 
CHN 


NAME: 


DATE  OF  VISIT: 


AR# 


VITAL  SIGNS: 


LYING: 

SITTING: 

STANDING: 

DIAGNOSIS: 


BLOOD  PRESSURE 
(R)  fL) 


CARDIOVASCULAR 


Pallor 
SOB 
DOE 
Palp 
Orthopnea  ( 
Bradycardia  { 
Tachycardia  { 
Cyanosis  ( 


PeriphCirc  . 

Homans  Signs 

Phlebitis 

Diaphoresis 

Vomiting 

Nausea 

Anxiety 

Pacemaker 


URINARY 


Odor 

Burning 

Discharge 

Frequency 

Color 

Nocturia 


)  Hematuria 
)  Concentration 
)  Distention 
)'  Incontinence 
)  Catheter 
)  Irrigation 
Foley  Size  


NUTRITION: 


DIET; 


INSTRUCTIONS. 


TEMP  (O)  (R)  (A): 

AP   

RP 


SKIN/WOUND: 


EDEMA: 


RHYTHM, 
RESP 


SITE.  

DRAINAGE  

WCAP:  YD  NO 


LUNGS:  (R) 


-ILL- 


LAST  M.D.  VS: 


RESPIRATORY 


SOB  (  )  Cough  (  )  Sputum  (  ) 
Anxiety  (  )  Prod  (  )  Color  (  ) 
Non-Prod    {   )    Hemoptysis  (  ) 


<3.l. 


Vomiting 
Appetite 
Nausea 
Distention 


(  ) 
(  ) 
(  ) 
(  ) 


Bleeding 
Bowel  Habits 
Incontinence 
Diarrhea 
Flatus 


DIABETIC 


Insulin  w  ( 
Site  Rotation  ( 
Urine  Test  ( 
BS  Test  { 
S&S  Hyperglycemia  ( 


)Neuropathy 
)Skin  Care 
)Foot  Cars 
)Vision 

)S&S  Hypoglycemia 


FALL  PREVENTION 


.  Transfer  Demo  O 
Safe  □  Unsafe  □ 


Instruct  □  Reinforce  □ 


SITE  

WEIGHT:  

DESCRIPTION: 
Prtting{  )  Nori-Pftting(  ) 


NEXT  MD  VS: 


MD  NAME 


MUSCULO -SKELETAL 


Mobility '  ( 
Ambulation  ( 
Weakness  ( 
Deformities  ( 
Bleeding  ( 


)  Paresthesia 
)  ROM 
)  Amputee 
)  Cast  Care 
)  Treatments 
Weight  Bearing 


NEURO 


Headacho 
Weakness 
Affect 
Orientation 
Consciousness  ( 
Dizziness  ( 
Nausea  { 


)  Vomiting 
)  Gait 
)  Syncope 
)  Vertigo 
)  Hemiparesis 
)  Speech 
)  Seizures 


MEDICATIONS: 


Compliance  ( 
Instruction: 


)  Changes  {  ) 


NARRATIVE/TEACHING 


Pain/Site:  

Scale:  0  1 


23456789  10 


Relieved  By:_ 


All  instruction  with  V.U./RD  by  Patient/S.O.:  □  Y  □  N  Pink  Note  Attached:  □  Y  □  N  Patient/Family  involved  in  POC  changes  □ 
HMA: 

DAYS:          HOURS:          PERSONAL  CARE:          HOUSEKEEPING:  -ADL:          ORIENTATION:   SUPERVISION:. 


HHA/ INSTRUCTIONS 


DOCUMENTATION  REVIEWED: 


PLAN: 


Oescrftfc!  plan  for  follow-up.  What  should  be  done  on  the  next  visit?  Include  any  modifications  in  the  care  Plan. 


Signature  of  Nurse:_ 
Next  Nursing  Visit_ 


TMa: 


Frequency:_ 
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12/18  -  12/23,  12/26/06  -  01/05/07,  01/08  -  01/12 
and  01/15-01/19/07  as  directed  on  the  Home 
Health  Aide/Personal  Care  Aide  Care  Plans  dated 
01/17/06  and  01/11/07. 

Review  of  the  aide  duty  sheets  from  12/04/06  - 
|  01/19/07  consistently  lacked  any  documentation 
j  of  the  provision  of  personal  care  (shower,  sponge 
j  bath,  hair  grooming,  dressing  or  skin  care)  on 
!  Tuesdays  and  Thursdays  as  directed  on  the 
I  Home  Health  Aide/Personal  Care  Aide  Care  Plan 
i  dated  01/17/06  and  01/1 1/07. 

! 

j  During  interview  with  the  Nursing  Supervisor  on 
|  02/08/07  at  1 1 :00  AM,  the  Supervisor 
|  acknowledged  the  findings. 
|  j 
j  Patient  #  7  was  admitted  to  the  agency  on  j 
;  12/16/05  with  the  diagnoses  including  Insulin  : 
|  Dependent  Diabetes  and  Benign  Essential  ! 
I  Hypertension.  j 

I  | 
The  Plan  of  Care  dated  11/14/06-01/12/07 

ordered  PCA  service  three  (3)  days,  four  (4) 

hours  per  day  for  nine  (9)  weeks  to^assist  the 

patient  with  ADLs,  personal  care,  meal 

preparation,  change  bed  linen  and  light 

housekeeping. 

Review  of  the  aide  duty  sheets  from  12/1 1/06  - 
12/26/06  lacked  documentation  that  the  PCA  had 
assisted  the  patient  with  ambulation  using  the 
walker,  assisted  the  patient  with  toileting, 
reminded  the  patient  to  take  medications  and 
assisted  the  patient  with  mouth  care  according  to 
the  Plan  of  Care  and  as  directed  on  the  Home 
Health  Aide/Personal  Care  Aide  Care  Plan  dated 
12/16/06. 


G225!  The  Performance  Improvement 
,  department  will  be  responsible  to 
i  monitor  the  accuracy  of  completion  of 
;  the  duty  sheets.  Each  quarter,  as  part 
;  of  their  chart  audit  in  preparation  of 
'  the  PAC  meeting,  the  PI  Nurses  will 

review  10  charts  for  accuracy  of 
:  completion  of  the  duty  sheets. 
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:  During  survey  the  agency  was  requested  to 
i  provide  aide  duty  sheets  for  January  2007.  The 
!  agency  did  not  provide  any  additional  aide  duty 
:  sheets  as  requested. 

\  Patient  #4  was  admitted  to  the  agency  on 
I  03/24/06  with  diagnoses  including  Congestive 
i  Heart  Failure,  Ischemic  Heart  Disease,  and 
;  Hypertension. 

f 

:  Review  of  the  Plan  of  Care  dated  01/11/07  - 
:  03/1 1/07  ordered  combination  of  hha/PCA  service 
!  seven  (7)  days  a  week  x  six  (6)  to  eight  (8)  hours 
:  a  day  for  personal  care,  assistance  with  ADL, 
:  meal  preparation  and  etc. 


Review  of  the  aide  duty  sheets  lacked 
documentation  that  the  paraprofessional  assisted 
the  patient  with  ambulation,  assisted  the  patient 
with  HEP  and  feeding  on  01/11,  01/13,  and  01/15 
-  01/19/07.  Further  review  of  the  aide  duty  sheets 
j  lacked  documentation  that  the  paraprofessional 
I  assisted  the  patient  with  transfer,  turning  and 
i  positioning,  elevation/positioning.of  extremities 
;  and  maintained  standard  precautions  as  directed 
I  on  the  Home  Health  Aide/Personal  Care  Aide 
'■  Care  Plan  dated  12/05/06. 

i 

j  During  interview  with  the  Director  of  Patient 
j  Services  (DPS)  on  02/08/07  at  10:30  AM,  the 
j  DPS  acknowledged  the  survey  findings. 


Patient  #9  was  admitted  to  the  agency  on 
11/20/00  with  diagnoses  including  Neoplasm  of 
j  the  Genitourinary  Organs,  Total  Abdominal 
'  Hysterectomy,  Coronary  Heart  Disease,  and 
Hypertension. 

Review  of  the  Plans  of  Care  dated  10720/06- 
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12/18/06  and  12/19/06  -  02/16/07  ordered  PCA 
service  seven  (7)  days  a  week  x  five  (5)  hours  a 
day  for  personal  care,  for  assistance  with  ADL,  . 
meal  preparation  and  etc. 

Review  of  the  aide  duty  sheets  from  12/02/06  - 
01/05/07  lacked  documentation  that  the  PCA 
assisted  the  patient  with  mouth  care,  and 
ambulation  as  directed  on  the  Home  Health 
Aide/Personal  Care  Aide  Care  Plan  dated  09/06. 

•  Review  of  the  aide  duty  sheets  documented  that 
the  PCA  assisted  the  patient  with  feeding  on  12/3, 
12/8-  12/9  -  12/23,  12/31/06  and  01/5-01/19/07. 
This  task  was  not  an  assigned  task  on  the  Home 
Health  Aide/Personal  Care  Aide  Care  Plan  dated 
09/06. 

During  interview  with  the  Director  of  Patient 
Services  (DPS)  on  02/08/07  at  10:30  AM,  the 
DPS  acknowledged  the  survey  findings. 

Patient  #10  was  admitted  to  the  agency  on 
04/10/06  with  diagnoses  of  Cerebrovascular 
Disease,  Diabetes  Mellitus,  Hypertension  and 
Atherosclerosis. 

Review  of  the  Plans  of  Care  dated  10/07/06  - 
12/05/06  and  12/06/06  -  02/03/07  ordered  PCA 
service  seven  (7)  days  a  week  x  eight  {8)  hours  a 
day  to  provide  personal  care,  for  assistance  with 
ADL  and  etc. 

Review  of  the  aide  duty  sheets  from  1 1/27/06  - 
01/08/07  lacked  documentation  that  the  PCA 
assisted  the  patient  with  mouth  care  on  1 1/27  - 
12/1,  12/4-12/8,  12/11,  12/14,  12/15,  and  12/18- 
12/22/06.  Further  review  of  the  aide  duty  sheets 
lacked  documentation  that  the  PCA  reminded  the 
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patient  to  take  the  medications  on  01/08  - 
01/1 1/07  as  directed  on  the  Home  Health 
Aide/Personal  Care  Aide  Care  Plan  dated 
12/30/06. 

During  interview  with  the  Director  of  Patient 
Services  (DPS)  on  02/08/07  at  10:00  AM,  the 
DPS  acknowledged  the  survey  findings. 

Review  of  the  agency's  policy  and  procedure 

"Home  Health  Aide/Personat  Care  Aide"  under  j 

|  the  section  identified  as  "Procedure"  noted  the  ; 

!  following:  ; 

i  i 

:  4.  "The  aide  will  be  instructed  on  the  patient  plan  \ 
|  of  care  according  to  the  aide  care  plan  based  on  j 
patient's  needs  assessed  by  the  nurse  and  j 
patient's  agreement."  j 

5.  "The  aide  care  plan  will  include  the  care  to  be  j 
rendered,  patient  limitations,  precautions  and  i 
changes  in  patient  condition  that  warrants  agency  j 
notification.' Care  plan  will  be  revised  according  to 
patient  status  and  needs," 

6.  "The  aide  will  document  the  tasks  performed 
for  the  patient  on  the  aide  duty  sheet.  This  will 
reflect  the  aide  care  plan." 

During  interview  with  the  Administrator  and  the 
DPS  on  02/07/07  at  2:10  PM,  the  DPS  agreed 
with  the  survey  findings.  The  DPS  stated  that  the 
aide  duty  sheets  are  only  spot  checked  by  the 
nursing  coordinators.  The  Administrator  further 
stated  that  the  vendor. agencies  are  responsible 
to  review  the  aide  duty  sheets. 

The  agency  staff  could  not  provide  an  explanation 
for  the  paraprofessional  staffs  failure  to  perform 
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the  ordered  patient  care  tasks  according  to  the 
Plan  of  Care  and  the  failure  to  document  on  the 
aide  duty  sheets  according  to  the  agency's  policy 
and  procedure. 
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H  000  Initial  Comments 


A  Full  survey  was  conducted  on  7/12  &  13/07. 

A  total  of  six  (6)  clinical  records  were  reviewed 
(#1  through  #6). 

A  total  of  seven  (7)  personnel  records  were 
reviewed  (#1  through  #7). 


H  512  766.4(c)  Medical  Orders 
766. 4  Medicalorders. 


(c)  Such  orders  shall  be  reviewed  and  revised  as 
the  needs  of  the  patient  dictate  but  no  less 
frequently  than  every  six  months,  except  where 
an  authorized  practitioner,  as  part  of  an 
authorization,  orders  personal  care  services  for 
up  to  one  year  for  a  Medicaid  patient 

This  RULE  is  not  met  as  evidenced  by: 
Based  on  clinical  record  review,  and  staff 
interview,  the  agency  failed  to  ensure  that  the 
MD  orders  were  reviewed  and  revised  no  less 
frequently  than  every  six  (6)  months  in  three  (3) 
out  of  six  (6)  records  reviewed  (#  1 ,  #2,  #6).  - 

Findings  include: 

Patient*  1  was  admitted  to  the  agency  on 
1/25/06  with  the  diagnosis  of  Parkinson's 
Disease. 
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Initial  orders  were  dated  1/25/06. 
were  not  revised  until  3/16/07. 


MD  orders 


Patient  #2  was  admitted  to  the  agency  on 
4/18/05  with  the  diagnoses  of  Arthritis  and 
Blindness. 

The  Initial  MD  order  was  dated  5/4/05.  MD 
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H  512  Medical  Orders 

The  agency  has  conducted  a  100% 
patient  record  audit  to  identify  the  last 
nursing  review  and  request  for 
medical  orders  for  each  patient. 
The  agency  has  documented  the  date 
of  the  next  required  medical  orders 
review  and  request  for  each  client  in 
an  electronic  monitoring  system. 
Completely  implemented  on  9/6/07. 

Periodic  Reviews 

The  Nurse  Manager  conducts  weekly 
reviews  of  all  clients'  medical  orders 
required' for  review  in  the  succeeding 
month.  The  Nurse  Manager  conducts 
medical  orders  reviews  and  makes 
appropriate  and  timely  requests  for 
medical  orders  for  each  client.  The 
Nurse  Manager  reviews  medical 
orders  for  each  patient  upon  receipt. 
Ongoing  Monitoring 
When  medical  orders  are  received  for 
services  that  the  agency  is  to  provide 
to  each  patient  the  next  date  for  . 
review  and  request  for  medical  orders 
will  be  entered  into  the  agency's 
electronic  tracking  system  by  the 
Nurse  Manager. 

Upon  review  of  each  medical  order,  if 
the  agency  needs  additional  medical 
orders  or  medical  orders  need  to  be 
clarified,  then  such  orders  will  be 
requested  by  mail,  by  FAX  or  by 
telephone;  properly  recorded  and 
authenticated  by  the.  Nurse  Manager. 
If  any  patient's  medical  orders  are  not 
received  within  5  days  preceding  the 
day  of  required  receipt  by  the  agency; 
then  the  Nurse  Manager  will  contact 


(X5) 
COMPLETE 
DATE 


TITLE 


(X6)  DATE 


STATE  FORM 


30B711 


If  continuation  sheet  1  of  6 


PRINTED:  09/17/2007 
FORM  APPROVED 


fS  Department  of  Health 


<VTEMENT  OF  DEFICIENCIES 
D  PLAN  OF  CORRECTION 


(X1)  PROVIDER/SUPPLIER/CLIA 
IDENTIFICATION  NUMBER: 


0204L001 


(X2)  MULTIPLE  CONSTRUCTION 

A.  BUILDING  

B.  WING  


(X3)  DATE  SURVEY 
COMPLETED 


07/13/2007 


ME  OF  PROVIDER  OR  SUPPLIER 

WIILY  SERVICE  SOCIETY  OF  YONKERS 


STREET  ADDRESS,  CITY,  STATE.  ZIP  CODE 

'70  ASHBURTON  AVE  FL  6 
YONKERS,  NY  10701 


SUMMARY  STATEMENT  OF  DEFICIENCIES 
(EACH  DEFICIENCY  MUST  BE  PRECEDED  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


H722 


Continued  From  Page  1 

orders  were  not  revised  until  2/12/07. 

Patient  #  1  was  admitted  to  the  agency  on 
1/29/05  with  the  diagnosis  of  a  Hip  Fracture. 
Initial  orders  were  dated  2/25/05.  MD  orders 
were  not  revised  until  8/8/06. 

On  interview  of  7/19/07,  the  Administrator 
stated  that  the  reason  the  Medical  Orders  were 
signed  late  was  because  the  agency  had  a 
personnel  problem. in  relation  to  nursing  staff. 

The  failure  to  ensure  that  MD  orders  are 
reviewed  and  revised  no  less  frequently  than 
every  six  (6)  months  has  the  potential  for 
patients  to  receive  incorrect  care  and/or 
treatment  that  is  not  in  accordance  with  the 
physician's  wishes. 

766.6(a)(10)  Patient  care  record. 
766.6  Patient  care  record.  . 

(a)  The  agency  shall  maintain  a  confidential  . 
record  for  each  patient  admitted  to  care  to 
include: 
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(10)  a  discharge  summary  when  the  patient  is 
discharged  from  the  agency  including: 

(i)  documentation  of  discharge  planning 
preparation; 

(11)  notification  to  the  patient's  authorized 
practitioner; 

(iii)  reasons  for  discharge  and  date  of  discharge; 

(iv)  summary  of  care  given  and  patient's 
progress; 


PROVIDER  S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


the  medical  practitioner's  office  by 
telephone,  and  FAX  the  required 
orders  to  the  medical  practitioner's 
office  for  immediate  review  and 
signature. 

The  Nurse  Manager  will  ensure  that 
follow  up  contacts  are  conducted  until 
all  appropriate  medical  orders  are 
received  by  the  agency  on  a  timely 
basis  as  required  by  medical  orders 
regulations. 

Patients  #  1 ,  2, and  6  have  current, 
timely  and  appropriate  medical  orders 
at  this  time.  Completed  by  9/6/07. 

Ongoing  Monitoring 
The  DPS  will  orient  the  QIC  record 
reviewers  to  the  requirements  for 
medical  orders  and  the  agency  plan 
of  correction.  The  QIC  record 
reviewers  will  report  compliance 
with  the  plan  of  correction  and 
findings  of  above  referenced  reviews 
to  the  PI  Committee  and  governing 
authority  on  a  quarterly  basis. 
This  plan  of  correction  was  instituted 
on  9/6/07. 

The  Director  of  Patient  Services  will 
be  responsible  to  ensure  that  this  plan 
of  correction  is  instituted  and  remains 
in  effect. 
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(v)  patient  status  upon  discharge  including  a 
description  of  any  remaining  needs  for  patient 
care  and  supportive  services; 

(vi)  patient  or  family  ability  to  self-manage  in 
relation  to  any  remaining  problems;  and , 

(vii)  recommendations  and  referral  for  any 
follow-up  care,  if  needed. 

This  RULE  is  not  met  as  evidenced  by: 

Based  on  clinical  record  review  and  staff 
interview,  the  agency  failed  to  notify  the  patient's 
authorized  practioner  when  the  patient  was 
discharged  from  the  agency  in  three  (3)  of  three 
(3)  discharged  charts  reviewed  (#1,  2,  #3). 

On  interview  of  7/13/07  the  Director  of  Patient 
Services  (DPS)  stated  that  she  was  not  aware 
that  the  patient's  MD  had  to  be  notified  when  a 
patient  was  discharged. 

Failure  of  the  agency  to  notify  the  MD  of  a 
patient's  discharge  has  the  potential  for  patients 
discharge  needs  to  be  unmet. 

766.9(0)  Governing  Authority 

Section  766.9  Governing  authority 

(o)  Health  Provider  Network  Access  and 
Reporting  Requirements..  The  governing 
authority  or  operator  of  an  agency  shall  obtain 
from  the  Department '  s  Health  Provider  Network 
,(HPN),  HPN  accounts  for  each  agency  that  it 
operates  and  ensure  that  sufficient,' 
knowledgeable  staff  will  be  available  to  and  shall 
maintain  and  keep  current  such  accounts.  At  a 
minimum,  twenty-four  hour,  seven-day  a  week 
contacts  for  emergency  communication  and 
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H722  Patient  Care  Record 

The  agency's  policy  and  procedure 
requires  that  notification  of 
impending  patient  discharge  is 
provided  to  the  patient  and  the 
medical  practitioner(s)  and 
documented  by  the  Nurse  Manager  at 
least  48  hours  preceding  the  patient's 
discharge  from  the  agency.  This 
section  of  the  discharge  planning 
records  was  not  completed  in  the  3 
records  reviewed. 

The  current  Director  of  Patient 
Services  was  aware  of  MD's 
notification  requirement  prior  to 
survey;  Nurse  Manager  was  educated 
regarding  this  requirement  on  July  16, 
2007. 

This  education  was  completed' on 
7/16/07. 

The  Director  of  Patient  Services  will 
assure  the  consistent  implementation 
of  this  practice  by  monitoring  the 
discharge  record  of  all  patients 
through  9/30/07. 

Onsoins  Monitoring 
The  QIC  record  review  sample 
includes  review  of  discharged  clients. 
This  review  will  include  at  least  3 
recently  discharged  patient  records. 
The  QIC  will  review  the  discharge 
records  for  documentation  of 
discharge  notification  and  report  to 
the  governing  authority  on  a 
quarterly  basis. 
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alerts,  must  be  designated  by  each  agency  in  the 
HPN  Communications  Directory.  A  policy 
defining  the  agency  '  s  HPN  coverage  consistent 
with  the  agency  '  s  hours  of  operation  shall  be 
created  and  reviewed  by  the  agency  no  less  than 
annually.  Maintenance  of  each  agency  '  s  HPN 
accounts  shall  consist  of,  but  not  be  limited  to, 
the  following: 

(1 )  sufficient  designation  of  the  agency  '  s  HPN 
coordihator(s)  to  allow  for  HPN  individual  user 
application; 

(2)  designation  by  the  governing  authority  or 
operator  of  an  agency  of  sufficient  staff  users  of 
the  HPN  accounts  to  ensure  rapid  response  to 
requests  for  information  by  the  State  and/or  local 
Department  of  Health; 

(3)  adherence  to  the  requirements  of  the  HPN 
user  contract;  and 

(4)  current  and  complete  updates  of  the 
Communications  Directory  reflecting  changes 
that  include,  but  are  not  limited  to,  genera! 
information  and  personnel  role  changes  as  soon 
as  they  occur,  and  at  a  minimum,  on  a  monthly 
basis. 


This  RULE  is  not  met  as  evidenced  by: 

Based  on  review  of  the  agency's  policy  and 
procedure  manual  and  interview,  the  agency 
failed  to  comply  with  the  NYCRR  related  to 
Health  Provider  Network  (HPN). 

Findings  include: 

On  review  of  the  agency's  Policy/Procedure 
manual,  the  agency  failed  to  have  a  policy 
developed  related  to  the  HPN. 
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H  1142  Governing  Authority 

The  governing  authority  has 
developed  and  adopted  a  policy  and 
procedure  regarding  implementation 
of  a  sufficient  number  of  HPN 
coordinators  and  users,  adherence  to 
the  contracts  and  agreements  for  HPN 
use  and  requirements  for  current  and 
timely  updates  to  the  agency 
communication  directory  to  insure 
receipt  and  action  regarding  alerts  and 
requests  for  information. 
The  Governing  Authority  has  adopted 
these  policies  and  procedures  on  this 
date. 

The  Director  of  Patient  Services  will 
be  responsible  to  insure 
implementation  of  the  HPN  policies 
and  procedures. 

Attached  please  find  the  agency 
policies  and  procedures  for  review. 
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During  an  interview  with  the  Administrator  on 
7/16/07,  the  administrator,  stated  that  the  agency 
did  not  have  an  HPN  policy. 

Failure  to  have  an  HPN  Policy  has  the  potential 
for  the  agency  not  having  appropriate  guidelines 
for  staff  to  follow  relative  to  the  use  of  the  HPN. 

766.11(g)  Personnel 
766.11  Personnel. 

The  governing  authority  or  operator  shall  ensure 
for  all  health  care  personnel: 

(g)  that  personnel  records  inciude  verifications  of 
employment  history  and  qualifications  for  the 
duties  assigned  and,  as  appropriate,  signed  and 
dated  applications  for  employment;  records  of 
professional  licenses  and  registrations;  records 
of  physical  examinations  and  health  status 
assessments;  performance  evaluations;  dates  of 
employment,  resignations,  dismissals,  and  other 
pertinent  data  provided  that  all  documentation 
and  information  pertaining  to  an  employee's 
medical  condition  or  health  status,  including  such 
records  of  physical  examinations  and  health 
status  assessment  shall  be  maintained  separate 
and  apart  from  the  non-medical  personnel  record 
information  and  shall  be  afforded  the  same 
confidential  treatment  given  patient  medical 
records  under  section  766.6  of  this  Part. 
This  RULE  is  not  met  as  evidenced  by: 
Based  on  personnel  record  review  and  staff 
interview,  the  agency  failed  to  verify  qualifications 
for  three  (3)  out  of  four  (4)  personal  care/home 
health  aides  (PCA/HHA)  prior  to  hiring  (#  2,  3, 
#4). 

On  interview  of  6/16/07  the  Assistant  Director  of 

H1142 
H1338 

I 

H1338  Personnel 

The  agency  developed  a  form  to 
document  validation  of  the 
paraprofessional  training  certificates 
preceding  this  survey.  The  upper 
portion  of  the  attached  form  is 
completed  by  FSSY  Administrative 
Home  Care  Coordinator  (AHCC). 
The  AHCC  transmits  the  training 
certificate  along  with  the  Certificate 
Verification  form  to  the  training  site 
by  FAX  for  review  and  validation 
prior  to  orientation  of  prospective 
employees.  The  administering 
agency  confirms/denies  validation  of 
the  training  certificate  on  the  lower 
portion  of  the  agency  form,  attached 
for  your  review. 

This  plan  of  correction  is  completed 
on  9/6/07. 

Further,  the  agency  requires 
competency  testing  of  all 
paraprofessionals  upon  application 
to  validate  that  applicants  have 
required  personal  care  aide  or  home 
health  competencies  before  offers  of 
employment  are  made.  Each  new 
employee  personnel  file  wilt  be 
.  reviewed  for  required  training 
validation  by  the  Administrative 
Director  of  Home  Care  (ADHC) 
before  assignment. 
This  plan  of  correction  is  completed 
on  9/6/07. 

The  AHCC  will  validate  all  presently 
employed  paraprofessional  staff  training 
certificates  by  using  this  process  within  3 
months. 
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Home  Care  Services  (ADHCS)  stated  that  the 
agency  was  not  always  verifying  the  aide 
credentials  s  but  that  they  now  have  a  form  that 
is  utilized  to  do  this. 

Failure  to  verify  PCA/HHA  credentials  has  the 
potential  for  unqualified  staff  providing  services  ■ 
to  the  agency's  patients. 


H1338 


The  AHCC  is  responsible  for 
implementation  of  this  plan  of  correction. 

Completion  of  validation  of  all  training 
certificates  will  be  completed  by 
November  1,  2007. 
Ongoing  Monitoring 
An  electronic  monitoring  feature 
was  added  to  the  audit  process  for 
paraprofessional  staff.  This  feature 
will  generate  a  report  indicating 
receipt  of  validation  of  certificates 
for  all  personal  care  and  home 
health  aides.  Notification  reports 
are  generated  and  reviewed  by 
ADHC  on  a  weekly  basis. 
A  50  %  sample  of  new  employee  files 
will  be  reviewed  by  QCI  record 
reviewers  through  June  2008  and 
will  be  reported  to  the  PI  Committee 
and  governing  authority.  Each 
employee  file  will  be  monitored  for 
alt  regulatory  requirements  each 
year,  preceding  annual  evaluation, 
by  the  ADHC  and  AHCC  Findings 
will  be  reported  to  the  DPS  of  any 
paraprofessional  in  need  of 
requirements  before  the  annual 
evaluation.  The  DPS  and  ADHC  will 
be  responsible  to  assure  that  all  such 
requirements  are  fulfilled  before 
ongoing  assignment. 

The  Admin.  Dir.  of  Home  Care  will 
ensure  this  Plan  of  Correction  is 
consistently  implemented. 
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Initial  Comments 


A  Full  Survey  was  conducted  on  07/17/07  at 
Caring  Hands  Home  Care,  Inc. 

One  (1)  patient  record  was  reviewed  and  is 
identified  as  Patient  #1 . 

Seven  (7)  personnel  files  were  reviewed  and  are 
identified  as  Employees  #1  through  #7. 

766.4(d)  Medical  orders 
766.4  Medical  orders. 


H  000 


H514 


(d)  Medical  orders  shall  reference  all  diagnoses, 
medications,  treatments,  prognoses,  and  other 
pertinent  patient  information  relevant  to  the 
agency  plan  of  care;  and 

(1)  shall  be  authenticated  by  an  authorized 
practitioner  within  thirty  (30)  days  after  admission 
to  the  agency;  and 

(2)  when  changes  in  the  patient's  medical  orders 
are  indicated,  orders,  including  telephone  orders, 
shall  be  authenticated  by  the  authorized 
practitioner  within  thirty  (30)  days. 

This  Rule  ,  is  not  met  as  evidenced  by: 
Based  on  patient  record  review  and  interview 
with  the  Owner,  the  agency  failed  to  ensure  that 
the  medical  orders  were  signed  within  30  days  in 
one  (1)  of  one  (1)  records  reviewed  (Patients 
#1). 

The  agency's  failure  to  ensure  that  the  orders 
are  signed  within  30  days. places  the  patients  at 
risk  for  unsafe  and  poor  quality  care. 


Findings  are: 
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|  Patient  #1  was  admitted  to  the  agency  on 
■  i  04/28/06  with  diagnoses  including  Acute 
j  Encephalomyelitis,  Tracheostomy,  and 
i  Quadriplegia. 

I  '  I 

j  Review  of  medical  orders  dated  01/25,  01/26,  ; 
;  01/27  and  01/31/07  lacked  physician's  signature  j 

I  within  thirty  (30)  days.  j 

!  During  an  interview  with  the  Owner  on  07/17/07  j 
!  at  12:00  Noon,  the  Owner  acknowledged  the 
j  findings. 

i 

i  REPEAT  DEFICIENCY  FROM  05/17/2006 
!  SURVEY 


H  602  j  766.5(a)  Clinical  supervision 

!  766.5  Clinical  supervision.  The  governing 

!  authority  shall  ensure  for  all  health  care  services 

I  that 

!  (a)  sufficient  numbers  of  appropriately  trained 
!  and  oriented  supervisory  staff  are  available  to 
|  ensure  the  quality  of  patient  care  services 
I  provided  by  the  agency.  Such  supervision  shall 
j  include: 

|  (1)  ongoing  review  of  cases  and  delegation  of 
i  assignments  by  appropriate  health  care 
j  professionals; 

I 

|  (2)  in-home  visits  to  direct,  demonstrate  and 
j  evaluate  the  delivery  of  patient  care; 

|  (3)  provision  of  clinical  consultation;  and. 

j  (4)  professional  consultation  on  agency  policies 
I  and  procedures. 

|  This  Rule  is  not  met  as  evidenced  by: 
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A)  The  Director  of  Nursing  will  conduct  an  in- 
service  training  on  medical  order  transcription 
with  both  the  medical  and  nursing  staff  in  10/03/07 
according  to  the  agency's  medication  / 
transcription  policy  and  procedure.  Authorized 
practitioner  must  sign  orders  within  30  days. 
Inservice  to  include  clinical  nursing  supervisor, 
current  primary  day  nurses  and  Home  visit  MD. 
(Dr.Spears)  And  or  other  primary  physicians  on 
other  cases. 

B)  To  prevent  the  re-occurrence  of  this  issue  all 
charts  will  be  audited  monthly  starting  10/04/07 
until  100%  compliance  is  obtained  x  2;  following, 
quarterly  audits  will  be  performed  to  ensure 
compliance. 

C)  The  quality  improvement  staff  will  develop  a 
medical  order  transcription  audit  tool  based  on 
the  agency's  policy  and  procedure  in  10/0-4/07. 
Staff  will  perform  audit  based  on  an  established 
calendar.  All  charts  will  be  included  in  the  audit 
for  one  year.  The  Director  of  Nursing  will  in- 
service  all  staff  regarding  the  agency's  medical 
orders  transcription  policy  and  the  audit  that  will 
be  conducted  in  10/04/07. 

D)  Following  chart  audit  a  written  report  will  be 
generated  by  the  quality  improvement  staff; 
findings  will  be  presented  for  discussed  during 
the  quarterly  Quality  Improvement  Committee 
meeting.  Ongoing  in-services  to  continue. 
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Based  on  patient  record  review  and  staff 
interview,  the  agency  failed  to  ensure  that  the 
nursing  staff  were  supervised  and  evaluated 
during  the  delivery  of  patient  care  in  one  (1)  of 
one  (1)  patients  reviewed.  (Patient  #1) 

The  agency's  failure  to  supervise  and  evaluate 
the  provision  of  skilled  nursing  services  places 
the  patient  at  risk  for  poor  quality  care. 

Findings  are: 

Patient  #1  was  admitted  to  the  agency  on. 
04/28/06  with  diagnoses  including  Acute 
Encephalomyelitis,  Tracheostomy  and 
Quadriplegia. 

The  Plan  of  Care  from  the  start  of  care  to 
10/28/07  ordered  Skilled  Nursing  (SN)  twenty 
four  (24)  hours'  x  seven  (.7)  days  for  this  ventilator 
dependent  patient. 

Record  review  lacked  documentation  of  in-home 
supervision  of  the  provision  of  patient  care.  The 
record  lacked  documentation  of  On-going 
communication  with  the  nurses  providing  patient 
care. 

During  an  interview  with  the  Owner  on  07/17/07 
at  12:00  Noon,  the  Owner  stated  the  nurses  are 
to  be  supervised  at  least  annually  and 
acknowledged  that  there  was  no  documented 
supervision  of  the  nurses  providing  care  to  this 
patient. 

REFER  TO  PERSONNEL  766.1 1  (k) 

766.6(a)(5)  Patient  care  record 
766.6  Patient  care  record. 
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H712  •  September  19th,  2007 

1    766.6(a)  (5)  Patient  Care  Record 

A)  Corrective  Actions: 

The  Director  of  Nursing  shall  be  the  responsible  designee  to  ensure  the  plan  of 
corrections  of  the  Patient  Care  Record. 

Current  Physician  Therapist  (NS)  has  been  consulted  regarding  therapy  notes.  New 
therapy  notes  are  being  changed  and  revised 

•    1  .See  new  notes/  still  being  revised/  Physical  Therapist  currently  being  counseled  on 
therapeutic  patient  notes 

B)  Identifying  potential  for  Reoccurrence  of  Deficiency  Cited: 

All  therapists  are  to  use  a  new  therapy  form.  Therapist  Job  description  to  also  include 
identifying  data  in  notes,  random  therapy  notes  to  be  reviewed  at  QA  meeting  every  four 
months. 

C)  Systematic  Changes: 

New  Quality  Assurance  committee  to  include  one  therapist.  New  QA  therapist. 

-Denise  Reigel  Cappaccio  -  Speech  Therapist  (see  resume)(currently  being  faxed,  she's 
on  vacation) 

D)  Monitoring  System; 

Director  of'Nursing  every  two- week  review  of  therapy  notes  to  include  more  specific 
notes. 

New  QA  Committee  to  review  random  notes  every  four  months.  ,0 

•  2. See,  adjusted  QA  agenda 

•  3. See  adjusted  Physical  Therapist  Notes 

•  4.  See  adjusted  Chart  Review  Form 
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treatments  with  no  specific  information  for  each 
visit. 

During  an  interview  with  the  Owner  on  07/17/07 
at  1 1:55  AM,  the  Owner  stated  "I  know  they  are 
not  good". 

766.9(a)  Governing  authority 

Section  766.9  Governing  authority. 

The  governing  authority  or  operator,  as  defined 
in  Part  700  of  this  Title,  of  a  licensed  home  care 
services  agency  shall: 

(a)  be  responsible  for  the  management  and 
operation  of  the  agency; 

(b)  ensure  compliance  of  the  home  care  services 
agency  with  ail  applicable  Federal,  State  and 
local  statutes,  rules  and  regulations. 
This  Rule  is  not  met  as  evidenced  by: 
Based  on  patient  record  review,  policy  and 
procedure  review,  personnel  record  review  and 
interview  with  the  Owner,  the  Governing 
Authority  (GA)  failed  to  ensure  compliance  with 
all  applicable  Federal,  State,  and  local  statutes, 
rules  and  regulations  as  evidenced  by  the 
following  deficiencies  which  are  a  repeat 
deficiencies  from  the  survey  of  05/17/06. 

The  GA's  failure  to  ensure  compliance  with  all 
rules  and  regulations,  and  to  ensure  the 
provision  of  responsible  operation  and 
management  of  the  home  care  agency  places  all 
patients  at  risk  for  poor  quality  of  care. 

This  was  evident  in  the  following  deficiencies: 

766.4  Medical  Orders 
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766.5 'Clinical  Supervision 
766.6  Patient  Care  Record 

766.1 1  Personnel 

766.12  Records  and  Reports 

766.9(d)  Governing  authority 

Section  766.9  Governing  authority. 

The  governing  authority  or  operator,  as  defined 
in  Part  700  of  this  Title,  of  a  licensed  home  care 
services  agency  shall: 


(d). adopt  and  approve  amendments  to  written 
policies  regarding  the  management  and 
operation  of  the  home  care  services  agency  and 
the  provision  of  health  care  services. 
This  Rule  is  not  met  as  evidenced  by: 
Based  on  review  of  the  agency's  policy  and 
procedure  manual  and  staff  interview,  the 
Governing  Authority  (GA)  failed  to  maintain 
written  policies  and  procedures  which  are  current 
and  complete. 

The  GA's  failure  to  maintain  current  and 
complete  policies  and  procedures  places  the 
patients  at  risk  for  poor  quality  of  care.  , 

Findings  are: 

Review  of  the  agency's  policy  and  procedure 
manual  lacked  documentation  of  review  and 
revision  since  1/15/00. 

During  an  interview  with  the  Owner  on  07/17/07 
at  1 1 :30AM,  the  Administrator  acknowledged 
that  the  policy  and  procedure  manual  needed  to 
be  reviewed  and  revised. 

REPEAT  DEFICIENCY  FROM  05/17/2006 
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Continued  From  Page  6 
SURVEY 

766.9(g)  Governing  authority 

Section  766.9  Governing  authority. 

The  governing  authority  or  operator,  as  defined 
in  Part  700  of  this  Title,  of  a  licensed  home  care 
services  agency  shall: 


(g)  employ  or  contract  for  a  sufficient  number  of 
staff  to  coordinate,  direct  and  deliver  services  to 
patients  accepted  for  care  in  accordance  with 
prevailing  standards  of  professional  practice. 
This  Rule  is  not  met  as  evidenced  by: 
Based  on  onsite  visit,  personnel  record  review 
and  interview  with  the  Owner,  the  Governing 
Authority  (GA)  failed  to  ensure  that  the  agency 
employed  sufficient  staff  to  coordinate  and  direct 
patient  care  services. 

The  GA's  failure  to  ensure  that  there  are 
adequate  staff  present  for  the  coordination  and 
delivery  of  patient  care  services  places  the 
patients  at  risk  for  poor  quality  of  care. 

Findings  are: 

On  07/17/07  at  8:45  AM,  the  surveyors  arrived  at 
the  36  Janice  Lane  in  Selden,  NY  11784.  The 
office  door  was  locked  and  no  staff  members 
were  present. 

On  the  office  door  the  Administrator  has  posted 
a  note  for  the  Department  of  Health  that  read 
"You  have  reached  Caring  Hands,  If  I  am  not 
here  (Bridget  Durkin)  I  may  have  stepped  out. 
DOH  please  call  me  on  my  cell  phone  if  I  am  not 
here". 
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The  surveyor  called  the  cell  phone  number  and 
left  a  message  for  the  Owner  to  call  back.  The 
Owner  never  called  the  surveyors  back. 


At  9:00  AM.  the  landlord  stated  that  her  father 
was  able  to  reach  the  Owner  and  that  the  Owner 
would  arrive  in  30  minutes. 

During  interview  with  the  landlord,  the  landlord 
stated  that  the  OwnGr  is  usually  "in  and  out  of  the 
office  everyday". 

During  interview  with  the  Owner  at  9:20  AM,  the 
Owner  informed  the  surveyors  that  the  agency's 
operating  hours  are  from  10:00  AM  to  4:00  PM 
Monday  to  Friday,  The  Owner  could  not  provide 
an  explanation  for  the  lack  of  staff  to  coordinate 
patient  care  servicgs  durtng  the  survey. 

Additionally,  review  of  employee  files  and 
request  for  contracts  for  staff  revealed  that  the 
agency  does  not  have  staff  to  provide  Speech 
Therapy  (ST).  Medical  Social  Worker  (MSW) 
and  home  health  aide  (hha)  services.  These 
cervices  are~currently  on  the  agency's  license. 

During  an  interview  with  the  Owner  on  07/17/07 
at  12:30  PM,  the  Owner  stated  that  she  does  not 
have  staff  or  the  contract  to  provide  ST,  MSW. 
and  hha  services. 


hi 036  766.9(1)  Governing  authority 

Section  766.9  Governing  authority. 

i 

I  The  governing  authority  or  operator,  as  defined 
i  in  Part  700  of  this  Title,  of  a  licensed  home  care 
services  agency  shall: 


H1014 


H1036 


(I)  appoint  a  quality  improvement  committee  to 


"  766.9(1) 

A)  A  multidiscipfine  Quality  Improvement 
Committee  will  be  heid  quarterly  starting 

1 0/1 7/07,  including  a  designated  consumer 
participant  (Ms-Loui.se  Kaiser)  and  physician 
(Dr.Desiree  Sachse).  .  In  addition  the  Policy  and 
Procedure  subcommittee  (766.9  d),  chaired  by  tho 
Director  of  Nursing  will  present  a  written  report 
on  Policy  and  Procedure  review  and  revision  for 
discussion  and  approval  to  the  Quality 
Improvement  Committee. 

B)  The  administrative  staff  will  aend  a  written 
quarterly  notice  to  each  committee  member.  "The 
notice  will  include  place,  date  and  time  of  tho 
meeting  including  a  tentative  agenda.  A  copy  of 
the  notice  and  agenda  will  be  filed  in  i  he 
administrative  office  along  with  a  signed  copy  of 
the  meeting's  minutes  and  attendance  sheet. 

C)  All  agency  staff  will  be  informed  of  the  re- 
organization of  the  Quality  Improvement 
Committee  in  writing  by  the  Director  of  Nursing  on 
10/01/07. 

D)  The  administrative  staff  Will  perform  bi-annual 
review  of  the  files,  which  will  contain  the  original 
notices,  agendas  and  signed  minutes;  findings  will 
be  discussed  in  the  Quality  Improvement 
Committee. 
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establish  and  oversee  standards  of  care.  The 
quality  improvement  committee  shall  consist  of  a 
consumer  and  appropriate  health  professional 
persons  including  a  physician  if  professional 
health  care  services  are  provided.The  committee 
shall  meet  at  least  four  times  a  year  to: 

(1)  review  policies  pertaining  to  the  delivery  of 
the  health  care  services  provided  by  the  agency 
and  recommend'changes  in  such  policies  to  the 
governing  authority  for  adoption; 

(2)  conduct  a  clinical  record  review  of  the  safety, 
adequacy,  type  and  quality  of  services  provided 
which  includes: 

(i)  random  selection  of  records  of  patients 
currently  receiving  services  and  patients 
discharged  from  the  agency  within  the  past  three 
months;  and 

(ii)  all  cases  with  identified  patient  complaints  as 
specified  in  subdivision  (j)  pf  this  section; 

(3)  prepare  and  submit  a  written  summary  of 
review  findings  to  the  governing  authority  for 
necessary  action;  and 

(4)  assist  the  agency  in  maintaining  liaison  with 
other  health  care  providers  in  the  community. 
This  Rule  is  not  met  as  evidenced  by; 
Based  on  review  of  Quality  Improvement  (Ql)  ■ 
meeting  minutes  and  interview  with  the  Owner, 
the  Governing  Authority  (GA)  failed  to  ensure  the 
Ql  committee  met  four  times  a  year  and  included 
a  physician  and  a  consumer  and  reviewed 
agency  policies  and  procedures. 

The  GA's  failure  to  ensure  that  the  Ql  committee 
met  four  times  a  year  and  included  all  required 
members  places  patients  at  risk  for  receiving 
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poor  quality  care. 
Findings  are: 

A  request  for  Ql- meeting  minutes  from  2006  - 
2007  was  made  by  the  surveyors  during  the 
entrance  conference.  The  Owner  could  only 
provide  two  (2)  meetings  dated  09/08  and 
10/05/06.  The  Owner  could  not  provide 
documentation  of  any  meetings  conducted  in 
2007. 

The  Ql  meeting  minutes  failed  to  include  all  the 
required  members,  both  of  the  meetings  lacked 
the  attendance  of  physician  and  a  consumer. 

The  Ql  meeting  minutes  also  lacked 
documentation  that  the  agency  reviewed  policies 
and  procedures  pertaining  to  the  delivery  of  the 
health  care  services  provided  by  the  agency. 

During  an  interview  with  the  Owner  on  07/17/07 
at  1 1 :00  AM,  the  Owner  could  not  locate  the  Ql 
minutes  for  this  year  and  could  not  provide  an 
explanation  why  the  physician  and  consumer 
were  absent  from  both  2006  meetings. 

REPEAT  DEFICIENCY  FROM  05/17/2006 

CI  IDVCV 
O  w  |  \  v  l_  I 


766. 9{o)  Governing  Authority 

Section  766.9  Governing  authority 

(o)  Health  Provider  Network  Access  and 
Reporting  Requirements.  The  governing 
authority  or  operator  of  an  agency  shall  obtain 
from  the  Department '  s  Health  Provider  Network 
(HPN),  HPN  accounts  for  each  agency  that  it 
operates  and  ensure  that  sufficient, 
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knowledgeable  staff  will  be  available  to  and  shall 
maintain  and  keep  current  such  accounts.  At  a 
minimum,  twenty-four  hour,  seven-day  a  week 
contacts  for  emergency  communication  and 
alerts,  must  be  designated  by  each  agency  in  the 
HPN  Communications  Directory.  A  policy 
defining  the  agency '  s  HPN  coverage  consistent 
■with  the  agency '  3  hours  of  operation  shall  be 
created  and  reviewed  by  the  agency  no  less  than 
annually.  Maintenance  of  each  agency  '  s  HPN 
accounts  shall  consist  of,  but  not  be  limited  to, 
tho  following:  j 

(1)  sufficient  designation  of  the  agency  '  s  HPN 
coorclinator(s)  to  allow  for  HPN  individual  user 
application: 

(2)  dGSignation  by  the  governing  authority  or 
operator  of  an  agency  of  sufficient  staff  users  of 
the  HPN  accounts  to  ensure  rapid  response  to 
requests  for  information  by  the  State  and/or  local 
Department  of  Health; 

(3)  adherence  to  the  requirements  of  the  HPN  •• 
usor  contract;  and 

(4)  current  and. complete  updates  of  the 
Communications  Directory  reflecting  changes 
that  include,  but  are  not  limited  to,  general 
information  and  personnel  role  changes  as  soon 
as  they  occur,  and  at  a  minimum,  on  a  monthly 
basis. 


H1142 


I 


This  Rule,  is  not  met  as  evidenced  by: 

Based  on  review  of  the  agency's  Policy  and 
Procedure  manual  and  interview  with  the  Owner, 
the  agency  failed  to  develop  comprehensive 
policies  and  procedures  regarding  the  agency's 
maintenance  of  their.  Health  Provider  Network 
(HPN)  account. 


.  „  j. 


766.9  (o) 

A)  The  governing  body/operator  of  the  agency 
developed  a  new  tentative  policy  and  procedure 
for  HPN.  (Plan  will  be  submitted  to  the  DOH  for 
review  and  if  necessary  revision).  HPN  training 
has  just  begun  and  a  new  HPN  coordinator  will  be 
trained  online  within  the  next  two  weeks, 
i         B)  To  prevent  a  re-occurrence  of  this  ieeua  and  or 

similar  issues  a  specific  period  for  regulatory 
j         body  updates  and  discussion  Will  be  Included  in 
the  Quality  Improvement  Committee  meeting 
starting  10/1 7/07.inservice  of  designated 
personnel  to  access  the  HPN  system  will  be 
ongoing. 

C)  The  governing  body/operator  will  present 
pertinent  data  regarding  HPN  and  other 
regulatory  body  information  in  the  Quality 
Improvement  Committee  meeting. 

D)  The  governing  body/operator  will  perform  bi- 
annual review  of  minutes  to  ensure  the  QIC  has 
adequately  covered  HPN  and  other  regulatory 
body  information  accordingly. 
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The  agency's  failure  to  ensure  current 
information  on  the  Communication  Directory  on 
the  HPN  places  the  agency  at  risk  for  not 
receiving  the  information  provided  on  the  HPN. 

Findings  are: 

Review  of  the  agency's  HPN  Policy  and 
Procedure  failed  to  address  the  agency's  HPN 
coverage  consistent  with  the  agency's  hours  of 
operation,  adherence  to  the  requirements  of  the 
HPN  user  contract,  and  a  procedure  to  ensure 
current  and  complete  updates  of  the 
Communication  Directory  reflecting  changes  that 
include,  but  are  not  limited  to,  general 
information  and  personnel  role  changes  as  soon 
as  they  occur,  and  at  a  minimum  on  a  monthly 
basis. 

Additionally,  the  Policy  and  Procedure  lacked 
date  of  review  and  implementation  as  well  as 
approval  by  the  Quality  Assurance  Committee 
and  the  Governing  Authority. 

During  an  interview  with  the  Owner  oh  07/17/07 
at  1:00  PM,  the  Owner  stated  that  "the  agency 
has  an  account  but  does  not  access  that  often". 
The  Owner  could  not  recall  when  she  had  last 
accessed  the  HPN  account.  The  Owner  could 
not  demonstrate  access  to  HPN.  The  Owner 
stated  that  she  accesses  the  HPN  from  her 
home. 

It  should  be  noted  that  according  to  the  HPN 
accounts  management  in  Albany  on  07/16/07, 
the  HPN  accounts  management  stated  that 
currently  the  HPN  account  for  Caring  Hands 
Home  Care  Agency  is  an  "inactive"  account  and 
the  last  time  the  HPN  account  was  accessed  by 
this  agency  was  on  December  8,  2006. 
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REPEAT  DEFICIENCY  FROM  05/17/2006 
SURVEY 

766.11(a)  Personnel 
766.11  Personnel. 

The  governing  authority  or  operator  shall  ensure 
for  all  health  care  personnel: 

(a)  the  development  and  implementation  of 
written  personnel  policies  and  procedures,  which 
are  reviewed  at  least  annually  and.  revised  as 
necessary. 

This  Rule  is  not  met  as  evidenced  by: 
Based  on  review  of  personnel  files,  policy  and 
procedure  review,  and  staff  interview,  the  agency 
failed  to  ensure  personnel  policy  and  procedures 
are  reviewed  at  least  annually  and  revised  as 
necessary. 

Findings  are: 

Review  of  policy  and  procedure  manual 
documented  that  the  personnel  policies  and 
procedures  were  last  reviewed  in  the  year  2000. 

During  an  interview  with  the  Owner  on  07/17/07 
at  12:30  PM,  the  Owner  acknowledged  the 
survey  findings  and  could  not  provide  an 
explanation  for  the  agency's  failure  to  review  and 
revise  personnel  policies  and  procedures  at  least 
annually. 

REPEAT  DEFICIENCY  FROM  05/17/2006 
SURVEY 
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H1350]  766.1 1(k)  Personnel  • 
766.11  Personnel. 


i  The  governing  authority  or  operator  shall  ensure 
Tor  all  health  care  personnel: 


H1350 
H1350 


(k)  that  an  annual  assessment  of  the 
performance  and  effectiveness  of  all  personnel  is 

|  conducted  including  at  least  one  in-home  visit  to 

i  observe  perfurmanue,  if  applicable. 

i  This  Rule  is  not  met  as  evidenced  by: 
Based  on  review  of  personnel  files. and  interview 
with  the  Owner,  the  agency  failed  to  ensure  that 
ali  health  care  personnel  received  an  annual 
performance  assessment  which  includes  at  least 
one  (1)  in-home  visit  observation  in  six  (6}  of  six 
(8)  employees  that  required  annual  performance 
evaluations. 

(Employees  #1  through  #6) 

The  agency's  failure  to  ensure  that  all  employees" 
receive  annual  performance  evaluations  which 
included  at  least  one  in-home  visit  observation 
places  the  patients  at  risk  for  receiving  poor 
quality  care. 

Findings  are: 

Employee  #1-  documented  an  annual 
performance  evaluation  dated  06/03/07  but 
lacked  documentation  of  at  least  one  in-horne 
visit  observation. 

Employee  #2  -  documented  an  annual 
performance  evaluation  dated  07/11/07  but 
lacked  documentation  of  at  least  one  in-home 
visit  observation. 

Employee  #3  -  lacked  an  annual  performance 
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766.11  (k) 

The  Director  of  Nursing  will  ensure  the  following: 

A)  According  to  the  agency's  Personnel  Policy,  nil 
staff  will 

Receive  an  annual  performance  review  by  their 
designated 

Supervisor,  including  at  home-site  evaluations  for 
clinical  staff 


Members  starting  10/12/07.  The  Director  of 
Nursing  will  provide 

The  supervisor(s)  with  in-service  training, 
reinforcing  the 

Annual  performance  review  process. 

B)  Based  on  established  written  criteria  ali 
personnel  files  will 

Be  reviewed  by  the  Human  Resource  Committee 
(DON,  Marilyn  Magloglin  RN  and  any  other 
contracted  RN  if  deemed  necessary)  quarterly  or 
as  needed. 

C)  The  review  process  will  be  ongoing.  Written 
status  reports 

Will  be  kept  on  file.  The  Director  of  Nursing  will 
send  a  notice  to  staff  regarding  the  annual 
performance  evaluation  process  on  10/12/07. 
O)  The  Human  Resource  Committee  will  aubmit  a 
bi-annual  report  to  the  Quality  Improvement 
Committee  regarding  the  status  of  the  clinical 
employee  performance  reviews  starting  10/17/07. 
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]  evaluation  for  year  2006.  This  employee  has 

!  been  employed  since  September  of  1995. 

j  . 

!  Employee  #4  -  documented  an  annual 
I  performance  evaluation  dated  05/30/07  but 
|  lacked  documentation  of  at  least  one  in-home 
i  visit  observation. 


Employee  #5  -  lacked  an  annual  performance 
evaluation  for  year  2007.  This  employee  was 
employed. on  04/25/06. 

Employee  #6  documented  an  annual 
pQitormancQ  Qvaiuation  dated  06/25/07  but 
lacked  documentation  of  at  least  one  in-home 
visit  observation. 

During  an  interview  with  the  Owner  on  07/17/07  . 
at  12:15  PM,  the  Owner  stated  that  the 
evaluations  were  based  on  in-home  visit 
observation.  The  Owner  acknowledged  that  the 
annual  performance  Qvaluations  lacked 
documentation  of  in-home  visit  observation.  The 
Owner  stated  that  employee  #3  and  #5  did 
receive  their  evaluations  but  they  had  not 
returned  the  signed  evaluations  to  the  agency. 
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i 

)  766.12  Records  and  reports. 


i  (a)  The  governing  authority  or  operator  shall 
ensure  the  prompt  submission  of  all  records  and 
reports  required  by  the  department  and  that: 

(1)  copies  of  the  following  records  are  retained 
on  TiiQ  at  thQ  principal.adminlstrative  office  in 
New  York  State  of  the  home  care  services 
agency  and  available  to  the  department  upon 
request 


H1404 


766.1 2  a  (3) 

The  owner  will  ensure  the  following: 

A)  The  agency's  administrative  staff  developed  a 
new  filing  system  for  the  maintenance  of  records 
and  reports.  Statistical  reports  required  by  the 
DOH,  meeting  minutes,  personnel  records, 
grievances  and  complaints  and  or  records  related 
to  patient  care  and  services  will  be  filed  in  a  timely 
manner  in  specific  white  binders  and  will  not  be 
discarded  until  three  years.  The  agency's 
operator  accessed  HPN  on  09/19/07  to  obtain 
statistical  reports  of  2005/2006  requested  by  the 
DOH  and  filed  them  on  09/20/07.  The  agency's 
operator  will  provide  in-service  to  designed  staff 
on  how  to  utilize  the  HPN  system. 

B)  The  operator  and  the  quality  improvement  staff 
will  submit  quarterly  statistical  reports  to  the 
Quality  Improvement  Committee  starting 
10717/07.  _ 

C)  Implementation  of  a  new  filing  and  reporting 
system. 

O)  Reports  will  be  submitted  to  the  Quality 
Improvement  Committee  and  administrative  staff 
will  perform  bi-annual  review  of  the  files,  which 
will  contain  the  original  notices,  agendas  and 
signed  minutes';  findings  will  be  discussed  in  the 
Quality  Improvement  Committee. 
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(i)  the  license  issued  by  the  department  to 
operate  as  a  home  care  service  agency; 

(ii)  the  certificate  of  incorporation  and  any 
amendments  thereto,  if  applicable; 

(iii)  partnership  agreement,  if  applicable; 

(iv)  certificate  of  doing  business  under  an 
assumed  name,  if  applicable; 

(v)  contracts  and  other  agreements  related  to 
delivery  of  patient  care  entered  into'  by  the 
operator; 

(vi)  rules  and  bylaws  of  the  governing  authority 
and  quality  assurance  committees,  if  applicable 

(vii)  current  written  operating  policies  and 
procedures; 

(viii)  a  current  patient  roster;  and 

(ix)  listing  of  all  personnel/ 
This  Rule  is  not  met  as  evidenced  by: 
Based  on  on-site  visit  and  interview  with  the 
Owner,  the  Owner  provided  the  Certificate  of 
Incorporation  papers  which  revealed  that  the 
corporation  was  still  inactive. 

Findings  are: 

On  07/17/07,  review  of  the  Certificate  of 
Incorporation  papers,  revealed  that  these  were 
the  same  documents  provided  to  the  surveyor 
with  the  Plan  of  Correction  submitted  for  the 
survey  conducted  on  05/17/06. 

The  Owner  stated  that  "the  agency's  accountant 
and  the  Division  of  Bureau  of  Taxation  are  trying 
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to  workout  a  payment  plan,  but  there  has  been 
ongoing  discussion  of  how  much  money  is 
actually  owed  by  the  agency". 

Online  verification  on  07/16/07  of  corporation 
status  revealed  that  the  corporation  is  an 
"Inactive". 

REPEAT  DEFICIENCY  FROM  05/17/2006 
SURVEY  ' 

766.12(a)(3)  Records  and  reports 

766.12  Records  and  reports. 

(a)  The  governing  authority  or  operator  shall 
ensure  the  prompt  submission  of  all  records  and 
reports  required  by  the  department  and  that: 


(3)  at  a  minimum,  the  following  reports  and 
records  are  retained  by  the  home  care  services, 
agency  and  available  to  the  department  upon 
request: 

(i)  minutes  of  the  meetings  of  the  governing 
authority  and  the  committees  thereof  which  shall 
be  retained  for  three  years  from  the  date  of  the 
meeting; 

(ii)  records  of  all  financial  transactions  directly 
related  to  delivery  of  patient  care  which  shall  be 
retained  three  years  from  the  date  of  the 
transaction; 

(iii)  personnel  records,  which  shall  be  retained 
three  years  from  the  date  of  employee 
termination  or  resignation; 

(iv)  records  of  grievances  and  complaints  which 
shall  be  retained  for  three  years  from  the  date  of 
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resolution; 

(v)  al!  records  related  to  patient  care  and 
services;  and 

(vi)  any  other  records  required  to  be  kept  by  this 
Part  or  Part  765. 

This  Rule  is  not  met  as  evidenced  by: 
Based  on  request  for  the  Department  of  Health 
Statistical  Reports  for  2002,  2003,  and  2005  and 
interview  with  the  Owner,  the  Governing 
Authority  (GA)  failed  to  submit  and  maintain 
records  of  the  required  Statistical  Reports 
prepared  and  submitted  by  the  agency. 

Findings  are: 

Upon  request  for  Department  of  Health 
Statistical  Reports,  the  Owner  was  only  able  to 
provide  the  report  for  2004. 

During  an  interview  with  the  Owner  on  07/17/07 
at  12:45  PM,  the  Owner  stated  that  Tknow  they 
were  all  filed". 

REPEAT  DEFICIENCY  FROM  05/17/2006 
SURVEY 
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Initial  Comments 


A  Full  survey  was  conducted  on  7/26  &7/27/07. 

A  total  of  nine  (9)  clinical  records  were  reviewed 
(#1  through  #9). 

A  total  often  (10)  personnel  records  were 
reviewed  (#1  through  #10). 

766.2(a)(1)  Patient  service  policies  and 
procedures 

766.2  Patient  service  policies  and  procedures: 

(a)  The  governing  authority  shall  ensure  for  each 
health  care  service  provided  that: 

(1)  written  policies  and  procedures  consistent 
with  current  professional  standards  of  practice 
are  develop  id  and  implemented  for  each  service 
and  are  reviewed  and  revised  as  necessary. 
This  RULE  is  not  met  as  evidenced  by: 

Based  on  rej/iew  of  the  agency's  policy  and 
procedure  manual  and  Interview,  the  agency 
failed  to  develop  a  policy  related  to  Criminal 
History  Recdrd  Check  (CHRC). 

Findings  include: 

On  review  ofjthe  agency's  Policy/Procedure 
manual,  it  was  noted  the  agency  did  not  have 
policy  developed  related  to  the  CHRC. 

During  an  interview  with  the  Administrator  on 
7/15/07,  the  administrator  stated  that  the  agency 
did  not  have  a  CHRC  policy  and  was  not  aware 
that  one  was  heeded. 

Failure  to  hade  an  Criminal  Background  Check 
Policy  has  thd  potential  for  the  agency  not  having 
appropriate  guidelines  for  staff  to  follow  when 
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766.2(a)(1)  Patient  Service  Policies 
and  Procedures 

"During  an  interview  with  the 
Administrator  on  7/16/07,  the 
Administrator  stated  that  the  Agency  did 
not  have  a  CHRC  policy  and  was  not 
aware  that  one  was  needed." 
Branch  personnel  were  confused  about 
this  when  I  spoke  to  them,  as  the 
surveyor  did  not  arrive  until  7/26/07, 
and  was  presented  with  our  policy 
(attached),  in  place  since  4/07  (updated 
since  to  reflect  add'l.  requirements  by 
DOH)  and  told  the  Director  of  Clinical 
Services  that  this  was  "just  what  she 
was  looking  for". 

Please  let  me  know  if  there  is  anything 
additional  we  need  to  do  regarding  this. 
Addendum  10-30-07 
Please  see  attached  NYS  CHRC  Policy 
4(d)  April  2007  and  Criminal  Background 
Checks-Airs  2(a)  July  2007 
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H  304  Continued  From  Page  1 
hiring  new  employees. 

H510  766 .4(b)  Medical  orders  L 
766.4  Medical  orders. 

(bj For  purposes  of  this  Part,  authorized 
practitioner  shall  refer  to  a  doctor  of  medicine. -  a 
doctor  of  osteopathy,  a  doctor  of  podiatry,  a 
licensed  midwife  or  a  nurse  practitioner 
authorized  under  federal  and  state  law  and 
applicable  rules  and  regulations  to  provide 
medical  care  and  services  to  the  patient  except 
as  may  be  limited  by  third  party  contract 


This  RULE  is  not  met  as  evidenced  by: 
Based  on  clinical  record  review  and  staff 
Interview,  the  agency  failed  to  include  the 
amount,  frequency,  and  duration  for  Medical 
Orders  for  Physical  Therapy  (PT)  in  two  (2)  of 
two  (2)  patient  records  reviewed,  In  which  the 
patient  was  receiving  PT  services  from  the 
agency  (#5,  #9). 

Failure  to  include  specific  amount,  frequency  and 
duration  in  Medical  Orders  has  the  potential  for 
the  patient  to  receive  inappropriate  or  inadequate 
care. 

Findings  include: 

Patient*  5  was  admitted  to  the  agency  on 
1/17/05  with  a  diagnosis  of  Cervical  Disc 
Displacement  The  Plan  of  Care  (POC)  dated 
6/28/07  ordered  a  PT  evaluation.  The  PT 
evaluation  was  done  on' 6/29/07  and 
documented  to  continue  PT  for  three  (3)  times 
■per  week  for  two  (2)  weeks.  Subsequent  PT 
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766.4(b)  Medical  Orders 
All  Metro  Health  Care's  policy  for 
medical  orders  [attached  -  Exhibit  A(l), 
(2)  &  (3)  and  B(l)  &  (2)]  contains 
specific  language  regarding  time  frames 
for  development  of  POC's  as  well  as  the 
need  for  indicating  the  specific  services, 
plans  for  implementation  as  well  as 
type,  frequency  and  duration  of 
I  visits/shifts. 

'The  Director  of  Clinical  Services  is 
responsible  for  the  completion  of  POC's 
at  the  branch.  The  DCS  shall  consult 
with  the  Therapist  before,  writing  the 
orders  to  determine  what  specific 
interventions  will  be  administered,  how 
frequently  and  for  how  long.  All  active 
Therapy  case  files  will  be  reviewed  to 
assure  that  this  verbiage  is  present  in 
the  POC. 

Moving  forward,  all  .  incoming 
documentation  will  be  reviewed  before 
filing  to  assure  that  the  POC  is  complete 
and  accurate.  Any  changes  in  the 
therapy  type,  frequency  and  duration 
will  be  documented  in  the  notes  and  an 
Interim  Rx  shall  be  sent  to  the  MD  for 
signature.  This  is  discussed  with  all 
DCS's  during  orientation,  and  has  been 
reviewed  with  the  Mount  Vernon  DCS  by 
the  VP  of  Patient  Services. 

Completion  date  10/31/07. 
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hiring  new  employees.  ' 

766.4(b)  Medical  orders 
766.4  Medical  orders. 


(b)  For  purposes  of  this  Part,  authorized 
practitioner  shall  refer  to  a  doctor  of  medicine,  a 
doctor  of  osteopathy,  a  doctor  of  podiatry,  a 
licensed  midwife  or  a  nurse  practitioner 
authorized  under  federal  and  state  law  and 
applicable  rules  and  regulations  to  provide 
medical  care  and  services  to  the  patient  except 
as  may  be  limited  by  third  party  contract 


This  RULE  is  not  met  as  evidenced  by: 

Based  on  cJinical  record  review  and  staff 
Interview,  the  agency  failed  to  include  the 
amount,  frequency,  and  duration  for  Medical 
Orders  for  Physical  Therapy  (PT)  in  two  (2)  of 
two  (2)  patient  records  reviewed,  in  which  the 
patient  was  receiving  PT  services  from  the 
agency  (#5,  #9). 

Failure  to  include  specific  amount,  frequency  and 
duration  in  Medical  Orders  has  the  potential  for 
the  patient  to  receive  inappropriate  or  inadequate 
care. 

findings  include: 

Patient*  5  was  admitted  to  the  agency  on 
1/17/05  with  a  diagnosis  of  Cervical  Disc 
Displacement  The  Plan  of  Care  (POC)  dated  . 
6/28/07  ordered  a  PT  evaluation.  The  PT 
evaluation  was  done  on  6/29/07  and 
documented  to  continue  PT  for  three  (3)  times 
per  week  for  two  (2)  weeks.  Subsequent  PT 
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766.4(b)  Medical  Orders 

All  Metro  Health  Care's  policy  for 
medical  orders  [attached  -  Exhibit  A(i), 
(2)  &  (3)  and  B(l)  &  (2)]  contains 
specific  language  regarding  time  frames 
for  development  of  POC's  as  well  as  the 
need  for  indicating  the  specific  services, 
plans  for  implementation  as  well  as 
type,  frequency  and  duration  of 
visits/shifts. 

The  Director  of  Clinical  Services  is 
responsible  for  the  completion  of  POC's 
at  the  branch.  The  DCS  shall  consult 
with  the  Therapist  before  writing  the 
orders  to  determine  what  specific 
interventions  will  be  administered,  how 
frequently  and  for  how  long.  AH  active 
Therapy  case  files  will  be  reviewed  to 
assure  that  this  verbiage  is  present  in 
the  POC 

Moving  forward,  all  incoming 
documentation  will  be  reviewed  before 
filing  to  assure  that  the  POC  is  complete 
and  accurate.  Any  changes  in  the 
therapy  type,  frequency  and  duration 
will  be  documented  in  the  notes  and  an 
Interim  Rx  shall  be  sent  to  the  MD  for 
signature.  This  is  discussed  with  all 
DCS's  during  orientation,  and  has  been 
reviewed  with  the  Mount  Vernon  DCS  by 
the  VP  of  Patient  Services. 
Completion  date  10/31/07. 
Addendum  10-30-07 
All  medical  charts  will  be  monitored  for 
compliance  as  documentation  is 
reviewed  by  the  DCS  before  filing,  as 
well  as  during  the  Utilization  Review 
Process.  A  random  sample  of  charts  is 
reviewed  quarterly  by  the  Department 
of  Clinical  Services ;  during  routine 
internal  audits. 
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visits  were  made  on  7/3, 7/6  and  7/9/07, 
however,  there  was  no  order  from  a  Medical 
Doctor  (MD)  for  the  PT  visits  of  7/3,  6  and 
7/9/07. 

Patient  #  9  was  admitted  to  the  agency  on 
10/25/06  with  a  diagnosis  of  a  Hip  Fracture,  The 
POC  dated  10/24/06  ordered  a  PT  evaluation. 
The  PT  evaluation  was  done  on  1 0/31  /06  and 
the  therapist  documented  in  his  notes  to  continue 
PT  two  (2)  times  per  week  for  six  (6)  weeks; 
However,  there  was  no  evidence  that  the 
therapist  communicated  this  to  the  Medical 
Doctor  (MO)  or  that  a  Medical  order  was 
obtained  for  these  additional  visits.  The  PT 
made  visits  to  the  home  after  the  evaluation  an 
11/27  and  12/8/06  and  discharged  the  patient  on 
12/B/07.  The  Medical  record  lacked  evidence  of 
Medical  Orders  for  these  additional  visits. 

During  an  interview  on  7/27/07  with  the  Director 
of  Patient  Services  (DPS),  the  DPS  stated  that 
she  assumed  the  physical  therapist  had  obtained 
the  Medical  Order  from  the  physician. 
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CRIMINAL  BACKGROUND  CHECKS  -  NYS 

Following  is  a  list  of  forms  to  be  used  in  NYS  so  that  we  may  be  in  compliance  with  the 
CHRC  regulations. 

100  -  CHRC  Agency  Request  Form 

101  -  Authorized  Person  Designation  Form 

102  -  Consent  Form  for  Fingerprinting  and  CHRC 

103  -  Request  for  CHRC  Instructions  (2  pages) 
103(a)  -  CHRC  Cover  Sheet 

103(r)  -Resubmission 

104  -  Expedited  Review  Request  Form 

105  -  Subject  Individual  Termination  Form 

106  -  Revocation  of  Authorized  Person  Designation  Form 

1.  When  an  associate  is  hired  who  is  to  be  the  individual  primarily  responsible  for 
this  process,  Form  101  is  to  be  completed,  notarized  and  submitted  for  approval. 
If/when  this  person  leaves  AMHC's  employ,  or  a  different  person  is  authorized  to 
manage  the  CHRC  process,  Form  106  is  submitted. 

2.  When  an  applicant  is  extended  a  job  offer,  they  are  to  sign  Form  102 
documenting  their  consent  for  the  CHRC. 

3.  Two  sets  of  fingerprints  are  taken  on  the  approved  FBI  fingerprint  cards  and 
submitted  with  Form  103.  The  employee  remains  a  provision  employee  pending 
the  results  of  the  CHRC. 

4.  If  AMHC  received  notification  that  the  employee  must  be  re-printed,  two  sets  of 
fingerprints  shall  be  submitted  with  Form  103(r). 

5.  If  a' prospective  employee  has  been  fingerprinted  previously  since  9/1/06,  Form 
104  may  be  submitted  with  the  prints  requesting  an  expedited  review.  - 

6.  If  a  letter  comes  from  DOH  "Pending  Denial",  the  employee  is  immediately 
removed  from  all  cases.  If  an  employee  wishes  to  appeal  a  negative  hiring 
decision  rendered  by  DOH  they  may  do  so,  but  may  not  work  until  a  positive 
decision  is  returned. 

*    7.  If/when  the  employee  is  terminated  or  voluntarily  leaves  our  employ,  Form  105  is 
submitted  notifying  DOH  of  same. 

8.  All  CHRC  related  documents  are  to  be  filed  in  a  separate  file  from  the  Personnel 
and  Confidential  files. 


P:Personne!/CrimChecksNYS 


2(a) 


7/07 


NYS  CHRC  POLICY 


AMHC  will  conduct  a  criminal  history  record  check  on  prospective  employees  who  will  provide  direct 
care  or  supervision  to  patients,  residents  or  clients  as  per  Article  36  of  the  Public  Health  Law  who  are 
hired  or  used  on  or  after  September  1,  2006 

Nurses  and  other  licensed  health  care  providers  are  excluded  from  this  regulation. 

AMHC  shall  designate  one  or  more  authorized  persons  and  shall  submit  the  name,  position  and  contact 
information  for  each  authorized  person  to  the  NYS  DOH  in  the  form  and  format  required  by  the 
Department.  ["Authorized  person  (AP)"  means  each  individual  designated  by  a  provider  who  is  authorized 
to  request,  receive  and  review  criminal  history  information] 

Direct  on-site  observation  is  required  for  the  first  week  the  provisional  employee  or  temp  staff  is  used. 
After  the  first  week,  AMHC,  may  alternate  weekly,  direct  on-site  observation  with  off-site,  telephonic 
evaluation  until  the  CHRC  determination  is  received.  Off-site  evaluation  is  conducted  via  a  phone  call  to 
the  care  recipient.  The  on-site  supervision  must  be  completed  by  a  nurse  (RN  or  LPN)  and  the  off-site  by 
either  a  licensed  health  care  professional  or  coordinator.  AMHC  shall  implement  the  supervision 
requirements  of  the  temporary  employee  by  utilizing  an  individual  employed  by  AMHC  with  a  minimum 
of  one  year's  experience  working  for  a  provider  certified,  licensed  or  approved  under  Public  Health  Law. 
The  results  of  the  observations  must  be  documented  in  the  temporary  employee's  personnel  file  and 
signed  by  the  person  providing  the  supervision. 

No  person  who  has  been  previously  fingerprinted  on  or  after  9/1/06  and  whose  fingerprints  remain  on  file 
with  the  DOH,  shall  be  required  to  undergo  fingerprinting  for  purposes  of  a  new  criminal  history  record 
check.  AMHC  shall  submit  a  request  for  an  expedited  review  in  lieu  of  a  regular  submission  for  in  these 
individuals  and  they  are' subject  to  the  supervision  requirements. 

Recordkeeping.  AMHC  shall,  maintain,  and  keep  current,  a  record  of: 

(i)  a  roster  of  current  employees  who  were  reviewed  as  of  9/1/06  and  a  list  of  their  staffing  assignments; 
such  roster  shall  be  submitted  upon  request  of  the  DOH  in  a  form  and  format  specified  by  the 
commissioner. 

Notifications.  AMHC  will  immediately,  but  within  14  calendar  days  after  the  event,  notify  the 
Department,  and  document  such  notification  occurred,  when: 

(1)  any  prospective  employee  who  is  subject  to  a  criminal  history  record  check  withdraws  an  application 
for  employment  or  is  no  longer  being  considered  as  a  prospective  employee.;  or  - 

(2)  any  employee  who  was  subject  to,  arid  underwent,  a  criminal  history  record  check  is  no  longer 
employed  by  the  provider. 

Retention  and  disposal  of  information.  AMHC  shall  maintain  information  necessary  to  demonstrate 
compliance  with  this  regulation  (a)  of  this  section,  for  at  least  six  years  after  the  person  ceases  to  be  a 
subject  individual,  unless  otherwise  directed  by  DOH. 
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initial  Comments 


A'  Full  Survey  was  performed  at  Gentiva  Health 
Services  on  August  03,  2007. 

Five  (5)  Patient  Records  were  reviewed  and  are 
identified  as  Patients  #1  to  #5. 

Seven  (7)  "Personnel  Records  were  reviewed  and 
are  identified,  as  Employees  #1  to  #7. 

766..1(a)(1)  Patient  rights  * 

Section  766.1  Patient  rights. 

(a)  The  governing  authority  shall  establish  written 
..policies  regarding  the  rights  of  the  patient  and  . 
shall  ensure  the  development  of  procedures 
implementing-such  policies.  These  rights, 
policies  and  procedures  shall  afford  each  patient 
the  right  to: 

(1 )  be  informed,  of  these  rights,  and  the  right  to 
exercise%t3ch  rights,  in  writing  prior  to  the 
initiation  of  care,  as  evidenced  by  written  - 
documentation  in  the  clinical  record; 

(2)  be  given  a  statement  of  the  services  available 
by  the  agency  and  related  charges; 

(3)  be  advised  before  care  is  initiated  of  the 
extent  to  which  payment  for  agency  services  may 
be  expected  from  any  third  party  payors  and  the  . 
extent  to  which  payment  may  be  required  from 
the  patient. 

(i)  The  agency  shall  advise  the  patient  of  any  ' 
changes  in  information  provided  under  this  / 
paragraph  or  paragraph  (2)  of  this  subdivision  as 
soon  as  possible,  but  no  later  than  30  calendar 
days  from  the  date  the  agency  becomes  aware 


LABORATORY  DIRECTOR'S  OR  PRQVIDER/SUPPI 
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The  BD  /  designee  will  provide  the 
Gentiva  Governing  Body  with  a  copy  of..-**; 
the  approved  plan  of  correction. 
Additionally,  the  BD/designee  will  provide 
a  quarterly  update  on  the  status  of  the 
plan  of  correction  to  Gentiva's  Governing! 
Body  for  their  review  and  comment.  ) 


10/5/07 
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Continued  From  Page  1 
of  the  change. 

(ii)  All  information  required  by  this  paragraph 
shall  be  provided  to  the  patient  both  orally  and  in 
writing;  - 

(4)  be.  informed  of  all  services,  the  agency  is  to 
provide,  when  and  how  services  will  be  provided, 
and  the  name  arid  functions  of  any  person  and 
affiliated  agency  providing,  care  and  services. 
This  Rule  is  not  met  as  evidenced  by: 
Based  oh  patient  record  review  and  staff 
interview,-  the  agency  failed  to  provide  their 
patients  with  accurate  information  regarding  their 
rights  to'  be  advised  of  the  services  to  be 
provided  in  five  (5)  of  five  (5)  records  reviewed 
(Patients  #1  to  #5). 

The  agency's  failure  to  provide  accurate 
information  places  the  patients  at  risk  for  not 
being  able  to  exercise  all  of  their  rights. 

Findings^e: 

Review  of  the  "Patient  Rights  and 
Responsibilities"  of  the  "Home  Care  Consent" 
form  in  patient  records  #1  to  #5  under  the 
section  noted  as  "Authorization  for 
Payment/Assignment  of  Insurance  Benefits" 
documented  that  "I  certify  that  the  information 
provided  by  me  is  correct.  I  authorize  my 
insurance  company  (ies)  including,  as  appropriate 
Medicare,' Medicaid,  TriCare  and  other 
governmental  programs  to  furnish  any  agency  of 
Gentiva  Health  Services  any  and  all  information  - 
pertaining  to  my  insurance  benefits  and  status  of 
claims  submitted  by  Gentiva  Health  Services". 

It  should  be  noted  that  the  licensed  home  care 
agency  cannot  bill  Medicare  for  services. 


H  204 


The  BD  /  DCM  will  be  responsible  to 
ensure  that  the  action- items  noted  in  the 
submitted  plan  of  correction  for  H204  are 
completed  as  noted  in  the  plan  of 
correction  submitted  8/27/07  and  the 
amended  plan  of  correction  items  noted 
herein.  The  specific  action,  items  are 
noted  in  detail  on  the  plan  of  correction 
but  a  summary  of  the  action  items 
include: 

■1.  BD/desigriee  working  with  the  Gentiva 
Forms  Committee  to  approve  revisions  to 
the  home  care  consent  listing  only  the 
services  and  payers  available  through 
the  licensed  agency 

2.  MCP/designee  completing  a  SOC 
audit  for  all  new  admissions  ensuring  that ' 
consents  are  filled  out  correctly  and  that 
the  licensed  consent  addendum  is  j 
completed  reflecting  the  correct  iicensed  J 
agency  services  and  payers.  For  any  ;■ 
incorrectly  completed  consent  and/or 
consent  addendums,  the  MCP/designee 
will  counsel  the  clinician  and  any 
subsequent  incorrect  consents  and/or 
consent  addendums  will  result  in  further 
disciplinary  action  up  to  an  including 
termination. 

3.  The  DCIWdesignee  will  trend  the  SOC ' 
'audit  data  and  develop  and  implement  a 

plan  to  correct  any  identified  issues. 

4.  The  Branch  Director/designee  will 
ensure  that  patients  understand  what  j 
specific  services  and  payers  are 
available  through  the  licensed  agency 
through  the  inclusion  of  the  licensed 
consent  addendum  (only  the  specific 
services  and  payers  available  through 
the  licensed  agency  are.  noted  on  the 
addendum)  in  the  licensed  SOC  packet. 
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Review  of  the  agency's  Admission  Information  , 
Packet  and  patient  records  #1  to  #5  included 
receipt  of  the  agency's  Home  Care  Consent. 
The  consent  documented  that  the  agency  is  able 
■to  provide  "RN  (Registered  Nurse),  LPN 
(Licensed  Practical  Nurse/LVN  (Licensed  Visiting 
Nurse),  Physical  Therapy  (PT),  Medical  Social 
Services  (.MSW),  Transportation,  Housekeeping 
(or  Homemaker)  -  (HK/HM),  Speech/Language 
Pathology  (SLP);  Home  Health  Aide  (hha), 
Nutritional  Services,  Occupational  Therapy  (OT) 
and  Hospice  Services".  ■ 

The. consent  form  failed  to  include  Personal  Care 
which  is  on  the  agency's  license. ' 


Review  of  the  agency's  iicense  does  not  include 
Transportation,  Nutritional  Services  and  Hospice. 
Services.  These  noted  services  are  not  . 
approved  services  that  are  included  on  the 
agency's  license  #  951 1 L039,  that  was  issued  by 
the  New.  York  State  Health  Department  on 
06/05/01. 

For  example: , 

Patient  #1  was  admitted  to  the  agency  on 
07/09/07  with  diagnoses  of  Diabetes  Mellitus',  '' 
Ulcer  other  part  of  FoDt  (left). 

Review  of  the  Home  Care  Consent  dated 
07/09/07,  the  nurse  checked  on  the  consent  that- 
the  agency  is  able  to  provide:  RN,  LPN,  PT, 
MSW,  DME,  and  Nutrition.  The  agency  is  not  ' 
approved  for  DME  (Durable  Medical  Equipment) 
and  Nutrition  services.  The  nurse  failed  to  check 
other  services  that  the  agency  is  able  to  provide 
such  as  OT,  SLP,  and  hha  (home  health  aide) 
services. 

Patient  #3  was  admitted  to  the  agency  on 


H204 


5.  TheJVl£P/designee  will  ensure  that  the 
hornec'are  consent  for  patients  #1 
through  #5  are  corrected  to  reflect  only 
the  services  and  payers  available  ■ 
through  the  licensed  agency. 

6.  The  MCP/designee  will  counsel  the 
specific  clinicians  servicing  patients  #1 
through  #5  regarding  the  specific 
services  and  payer  available  through  the 
licensed  agency.  Further  incorrectly 
completed  consents  for  the  clinician,  will 
result  in  further  disciplinary  action  up  to 
and  including' termination. 

7.  The  DCM/design'ee  wili  complete  an 
in-service  for  the  clinical  staff  on  the 
specific  services  and  payers  available 
through  the  licensed  agency  as  well  as 
how.  to  complete  the  licensed  consent 
addendum,  ; 

8.  The  DCM/designee  will  ensure  that  •  ; 
newly  hired  clinicians  are  oriented  on  the 
specific  services  and  payers  available 
through  the  licensed  agency  and  how  to  ■ 
complete  the  licensed  consent  | 
addendum 
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06/29/07  with  diagnosis  of  Aftercare  Fojlowing 
Total  Hip  Replacement. 

Review. of  the  Home  Care  Consent  dated 
06/29/07,  the  nurse  checked  on  the  consent  that 
the  agency  is  able  to  provide  other  services  such 
as  DME,  and  Respiratory  Therapy  (RT),  The 
agency  is  not  approved  to  provide  for  DME  and  . 
RT  services. 

Patient  #4  was  admitted  to  the  agency  on 
07/1 1/07  with  diagnoses  of  Colon  Cancer, 
Dibility,  and  Chronic  Airway  Obstruction. 

Review  of  the  Home  Care  Consent  dated 
07/1 1/07,  the  nurse  checked  on  the  consent  that 
the  agency  is  able  to  provide  DME,  Nutrition  and 
RT  service's.  The  agency  is  not  approved  to 
provide  for  DME,  Nutrition  and  RT  services. 

During  an  interview  on  08/03/07  at  1 1 :20AM  with 
the  Director  of  Clinical  Management,  the  DCM 
acknowledged  that  thepatienf  s  consent  forms 
and  the  r%tient  Information  Packet  are  both  used 
for  the  licensed  and  the  certified  agency 
services. 


766.3(b)  Plan  of  care 
766.3  Plan  of  care. 

The  governing  authority  or  operator  shall  ensure 
that: 


(b)  a  plan  of  care  is  established  for  each  patient 
based  on  a  professional  assessment  of  the 
patient's  needs  and  includes  pertinent  diagnosis, 
prognosis,  mental  status,  frequency  of  each 
service  to  be  provided,  medications,  treatments, 
diet  regimens,  functional  limitations  and 
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rehabilitation  potential. 

This  Rule  is.  not  met  as  evidenced  by: 

Based  on  review,  of  the  patient  records  and  staff 
interview,  the  agency  failed  to  ensure,  that  a  Plan 
of  Care  is  established  for  all  patients  receiving 
agency's  services.  This  was  evident  in  one  (1)  of 
five  (5)  records  reviewed  (Patient  #5). 

The  agency's  failure  to  establish  a  Plan  of  Care 
for  all  patients  receiving  agency's  services  fails  to 
ensure  that  the  agency  provides  the  required 
services  to  meet  the  patient's  heeds  and  has  the 
potential  for  negative  patient  outcome. 

Findings  are: 

Patient  #5  was  admitted  to  the  agency  on 
07/03/07  with  the  diagnoses  including  Aftercare 
Following.  Surgery  and  Cellulitis. 

The  patient  record  documented  that  the  patient  ■ 
had  an  Abscess  of  the  Left  Groin.  The  SN 
(Skilled  Nurse)  visit  notes  from  07/03/07  to 
07/11/Q7%T3ocu.mented  that  the  SN  was  providing 
wound  care  to  the  patient's  left  groin. 

It  should  be  noted  that  the  patient's  record 
lacked  documentation  of  the  Plan  of  Care 

The  SN's  initial  patient  assessment  that  was 
performed  on  07/03/07  documented  the  patient's 
wound,  the  required  wound  care  and  the  SN  visit 
frequency  and  duration. 

The  record  further  lacked  documentation  of  an 
interim  physician  order  for  the  SN  to  provide  the 
wound  care  and  the  required  wound  care  regime. 

During  the  survey  the  Manager  of  Clinical 
Practice,  presented  to  the  surveyor  the 
established  Plan  of  Care,  one  month  after  the 
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PROVIDER'S  PLAN  OF  CORRECTION  ' 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


A  copy  of  the  tracking  tool  referenced  in  the 
original  plan  of  correction  dated  8/27/07,  is 
included  in  this  addendum  as  attachment  #1. 
The  tracking  too!  is  entitled,  Clinical 
Associate  Assignment  Tracking  Log 
(attachment  ft  I ).  The  MCP/designe.e  will . 
complete. die  Clinical  Associate  Assignment 
Tracking  Log  for  all  new  patients.  Upon 
completion  of  the  patient  plan  of  care  the 
MCP/desigtiee  will  write  a  diagonal  line 
through  the  Patient  Name  box  in  red  ink  and 
initial  arid  date  on  the  upper  right  hand  corner 
to  indicate  that  the  plan  of  care  was 
completed,  reviewed,:  signed  and  processed  to 
be  mailed/faxed  to  the  physician  for 
signature.  The  DCM/designee  will  audit  the 
Clinical  Associate  Assignment  Tracking  Log 
on  a  weekly  basis  to  ensure  that  all  patients 
have.a  completed  plan,  of  care  within  7  days 
of  start  of  care,  The'DCM/destgnee  will  take  ! 
disciplinary  action  for  any  clinician  not  | 
.  following  the  process  and/or  not  completing 
the  plan  of  care  within  7  days  of  start. 
Continued  deficiencies  with  the  process  may 
result  in  further  disciplinary  action,  up  to  and 
including  termination. 
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start. of  care  date.  The  Plan  of  Care  was  signed 
and  dated  "07/03/07"  by  the  nurse  when  the  Plan 
of  Care  was. actually  established  on  08/03/07. 

During  interview  on  08/03/07  at  12:20PM  with  the 
Manager  of  Clinical  Practices  and  the  Director  of 
Clinicaj  Management,  the  Manager  stated  that  "I 
know  that  I'am  late  with  the  orders".  The 
Manager  further  stated  that  she  does  not  review  ' 
the  received  SN  visit  notes.  ■ 


766.4(d)  Medical' orders 
766.4  Medical  orders. 


(d)  Medical  orders  shall  reference  all  diagnoses, 
medications,  treatments,  prognoses,  and  other 
pertinent  patient  information  relevant  to  the 
agency  plan  of  care;  and 

(1)  shall  be  authenticated  by  an  authorized 
practitioner  within  thirty  (30)  days  after  admission 
to  the  agency;  and 

(2)  when  changes  in  the  patient's  medical  orders 
are  indicated,  orders,  including  telephone  orders, 
shall  be  authenticated  by  the  authorized 
practitioner  within  thirty  (30)  days. 

This  Rule  is  not  met  as  evidenced  by: 

Based  on  patient  record  review  and  staff 
interview,  the  agency  failed  to  ensure  that  all  , 
medical  orders  are  authorized  and  signed  by  the: 
physician  within  thirty  (30)  days  after  admission 
to  the  agency.  This  was  evident  in  two  (2)  of  five 
(5)  records  reviewed  (Patients  #3  and  #5). 

The  agency's  failure  to  ensure  that  all  medical 
orders  are  signed  by- the  physician  within  thirty 
(30)  days,  places  the  patients  at  risk  for  receiving 
unauthorized  agenc/s  services  and  poor  quality 
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The  analysis  completed  by  tbe  DCM  to 
ensure  that  a  plan  of  care  was  present  and 
signed  by  the  physician  and  that  all  orders 
were  signed  within  30  days,  as  referenced  in 
the  original  plan  of  correction  submitted 
8/27/07,  was  done  utilizing  the  "Patient : 
Census  for  Office  0146"  which  is  included  as 
Attachment  #2.  The  patients  that  are  crossed 
out  are  Department  of  Social  Service  (DSS) 
Personal  Care  Aide  cases  that  Gentiva  is  not 
required  to  have  physician  orders  on  since  the 
cases  belong  to  the  DSS.  All  other  patients 
are  Gentiva  licensed  agency  patients.  The 
DCM  placed  a  check  mark  to  the  left  of  each 
patient  upon  verification  that  a  pian  of  care 
was  present  and  signed  by  the  physician  and 
that  all  orders  for  the  patient  were  signed 
within  30  days.  The  DCM  signed  attachment ; 
ji2  in  indicate  verification  and  completion  of  ; 
'  the  record  audit.  1 

A  copy  of  the  sighed  plan  of  care  for  patient  . 
.  #5  is  included  in  this  amended  plan  of 
correction. 


(The  amended  response  to  tag  prefix  H404  is 
continued  on  a  separate  page  fallowing  the. 
same  response  format  since,  there  is  not 
sufficient  space  provided  on  the  form.).  / 


A  copy  of  the  signed  physician  orders  for 
patient  #3  and  #5  are  included  in  this 
amended  plan  of  correction. 

The  BD  /  designee  will  provide  the 
Gentiva  Governing  Body  with  a  copy  of 
the  approved  plan'  of  correction. 
Additionally,  the  BD/designee  will  provide 
a  quarterly  update  on  the  status  of  the 
plan  of  correction  to  Gentiva's  Governing 
Body  for  their  review  and  comment. 


8-24-07 


10/5/07 
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H404 


The  BDJ  designee  will  provide  the 


Gentiva  Governing.  Body  with  a  copy  of 

the  approved  plan  of  correction. 

Additionally,  the  BD/designee  will  provide 

a' quarterly  update  on  the  status  of  the 

plan  of  correction  to  Gentiva's  Governing  10/5/07 

Body  for  their  review  and  comment. 

The  DCM  will  be  responsible  to  ensure 
that  the  action  items  noted  in  the 
submitted  plan  of  correction  for  H404  are 
completed  as  noted  in  the  plan  of 
correction  submitted  8/2.7/07  and  the 
amended  plan  of  correction  items  noted 
herein.  The  specific  action  items  are 
noted  in  detail  on  the  plan  of  correction 
but  a  . summary  of  the  action  items 
include: 

1.  MCP/designee  ensuring  that  a  plan  of 
care  is  completed  for  all  new  patients 
through  the'utilization  of  the  Clinical 
Associate  Assignment  Tracking  Log 
(attachment  #1).  The  DCM/designee 
completing  a  weekly  audit  of  the  Clinical 
Associate  Assignment  tracking  Log  to 
ensure  compliance  with  the  process  and 
completion  of  plan  of  care  within  7  days. 
DCM/designee  taking  disciplinary  action 
for  non-compliance  with  the  process, 

2.  DCM/designee  completing  an  in- 
service  for  the  professional  caregivers 
reviewing  the  need  for  a  plan  of  care 
being  completed  within  7  days  of  the 
start  of  care  and  the  need  for  physician 
signature  on  such  plan  of  care  within  30  . 
days. 

3.  The  DCM/designee  ensuring  that 
newly  hired  professional  caregivers  are 
oriented  to  the  requirement  that  a  plan  of 
care  being  completed  within  7  days  of 
the  start  of  care  and  the  need  for 
physician  signature  on  such  plan  of  care 
within  30  days. 

4.  The  DCM  completion  of  an  audit  of  all 
active  licensed  cases  (excluding  DSS 
.cases)  to  ensure  that  a  plan  of  care  and 
physician  orders  were  present  and 
signed  within  30  days. 

5.  Verification  that  a  signed  plan  of  care 
has  been  received  for  patient  #5. 

6.  Counseling  of  MCP  and  field  RN  for 
patient  #5  regarding  the  need  for  timely 
completion  of  plan  of  care.  /~"\ 
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Continued  From  Page  6 
of  care. 
Findings  are: 

Patient  #3  was  admitted  to  the  agency  on 
06/29/07  with  diagnosis  of  Aftercare  Following 
Total  Hip  Replacement.  The  Plan  of  Care  dated 
06/29  -  08/29/07  lacked  physician's  signature. . 

During  an  interview  with  the  Manager  of  Clinical/ 
Practices  (MCP)'on  08/03/07  at  12:30  PM,  the 
MCP  was  informed  of  the  survey  findings.  The 
MCP  acknowledged  the  survey  findings  and  . 
could  not  provide  an  explanation  why  the  orders 
were  stili  not  sighed.     :  • 

Patient  #5  was  admitted  to  the  agency  on 
07/03/07  with  the  diagnoses  including  Aftercare 
Following  Surgery  and  Cellulitis.  The  Plan  of 
Care  dated  07/03/07  to  08/31/07  lacked  . 
physician's  signature  to  authorize  the  services  to 
be  provided  by  the  agency. 

Refer 'to  "H0404  -  Plan  of  Care. 

During  interview  with  the  Director  of  Clinical  . 
Management  (DCM)  arid  Manager  of  Clinical 
Practices  (MCP)  on  08/03/07  at  12:30  PM,  they 
..were  informed  of  the  survey  findings.  The  MCP 
acknowledged  the  survey  findings. 

766.6(a)(10)  Patient  care  record 

766.6  Patient  care  record. 

(a)  The  agency  shall  maintain  a  confidential 
record  for  each  patient  admitted  to  care  to 
include: 


(10)  a^discharge  summary  when  the  patient  is 


H514 


H  722 


The  BD/DCM  will  be  responsible  to 
ensure  that  the  action  items  noted  in  the 
submitted  plan  of  correction  for  H514  are 
completed  as  noted  in  the  plan  of 
correction  submitted  8/27/07  and  the 
amended  plan  of  correction  items  noted 
herein.  The  specific  action  items  are. 
noted  in  detail  on  the  plan  of  correction 
but  a  summary  of  the  action  items 
include: 

1.  CTC,  under  the  direction  of  the  MCP, 
will  review  the  physician  order  tracking 
report  on  a  daily  basis  and  bring  any 
orders  over  21  daysdd  to  the  MCP  for 
prioritization,  the  MCP  will  review  the 
physician  order  tracking  report  with  the 
CTC  on  a  weekly  basis  to  ensure  that 
orders  are  obtained  within  30  days  and 
any  orders  over  21  days  have  been 
properly  prioritized  for  follbw-up. 

2.  Administrative  and  clinical  staff  have 
been  re-educated  and  counseled 
regarding  the  all  physician  orders  being 
obtained  within  30  days  of  start  of  care. 
Continued  non-compliance  with  the 
above  established  process  will  result  in 
further  disciplinary  action,  up  to  and 
including  termination, 

3.  New  employees  responsible  for 
physician  order  tracking  will  be  oriented 
on  the  established  process  and  the 
requirement  that  physician  orders  be 
signed  within  30  days  of  start  of  care. 

4.  The  Clinical  Associate  Assignment 
Tracking  Log  process  indicated  under  tag 
H404  to  ensure  that  plans  of  care  are 
completed  within  7  days  of  the  start  of 
care,  will  also  apply  under  tag  H514 
wherein  the  physician  order  needs  to  beL 
signed  within  30  days.  The  physician     f" ' 
order  tracking  process  referenced  under! 
item  #1  above  will  include  plans  of  care. ; 
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discharged  from  the  agency  including: 

(i)  documentation  of  discharge  planning- 
preparation; 

(ii)  notification  to  the  patient's  authorized 
practitioner;  • 

(iii)  reasons  for  discharge  and  date  of  discharge; 

(iv)  summary  of  care  given  and  patient's 
progress; 

.(v)  patient  status  upon  discharge  including  a 
description  of  any  remaining  needs  for  patient 
care  and  supportive  services; 

(vi)  patient  or  family  ability  to  self-manage  in 
relation  to  any  remaining  problems;  and 

(vii)  recommendations  and  referral  for  any 
follow-up  care,  if  needed. 

This  Rule  is  not  met. as  evidenced  by: 
■  Based  oh  patient  record  review  and  staff 
interview,  the  agencyfajled  to  ensure  that  the 
paneni  care  rccora  apcuiTicnLcu  ine  pdiicniO' 
discharge  plan,  reason  for  the  discharge,  that  the 
patient  and  the  physician  were  notified/informed 
regarding  the  pending  discharge  and  the 
discharge  summary.  This  was  evident  in  three 
(3)  of  five  (5)  records  reviewed  (Patients  #2,  #3 
and  #5). 

The  agency's  failure  to  ensure  that  the  patient 
and  the  physician  have  been  informed  about  the 
patient's  discharge,  fails  to  ensure  that  an 
appropriate  and  safe  discharge  plan  has  been 
established  for  the  patient  and  any  required 
follow-up  care/referral  has  been  initiated  to  meet 
the  patient's  needs. 

H  722 

The  record  review  to  ensure  completion 
,  of  a  discharge  summary  for  every 
discharged  patient  referenced  in  the 
original  plan  of  correction  dated  8/27/07,  ■ 
will  be  completed  by  the  MCP/designee  , 
as  each  patient  is  discharged.  The  I 
DCM/desigriee  will  ensure  compliance 
with  this  requirement  by  reviewing  the  '' 
comprehensive  chart  audits  for 
discharged  patients  on  a  monthly  basis. 

A  copy  of  the  discharge  summaries  for 
'  patients  #2,  #3  and  #5  are  included  in 
this  amended  plan  of  correction. 

The  BD  /  designee  will  provide  the 
Gentiva  Governing  Body,  with  a  copy  of 
the  approved  plan  of  correction-. 
Additionally,  the  BD/designee  will  provide; 
a  quarterly  update  on  the  status  of  the  I 
plan  of  correction  to  Gentiva's  Governing'. 
Body  for  their  review  and  comment. 

The  DCM  wilt  be  responsible  to  ensure  '. 
that  the  action  jtems  noted  in  the 
submitted  plan  of  correction  for  H722  are 
completed  as  noted  in  the  plan  of 
correction  submitted  8/27/07  and  the 
amended  plan  of  correction  items  noted  >' 
herein.  The  specific  action  items  are  j 
noted  in  detail  on  the  plan  of  correction 
but  a  summary  of  the  action  items 
include:  ( 
1.  MCP/designee  completing  a  chart  I 
audit  for  every  discharged  patient  to  i 
ensure  completion  of  a  discharge  I 
summary.  The  DCM  ensuring 
compliance  with  this  process  through  a 
monthly  review  of  the  chart  audits  for 
discharged  patients. 

8/30/07 

and 

ongoing 
10/5/07 
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Patient  #3  was  admitted  to  the  agency  on' 
06/29/07  with  diagnosis  of  Aftercare  Following 
Total  Hip  Replacement.  The  Plan  of  Care  dated 
06/29  -  08/29/07  ordered  Skilled  Nursing  (SN) 
one  (1 )  x  week  x  two  (2)  weeks  and  two  (2)  x 
week  x  three  (3)  weeks.'  '  : 

Review  of  the  record  Sacked  documentation  of 
SN.visit  notes  after  07/12/07. 

During  an  interview  with  the  Director  of  Clinical 
Management  (DCM)  and  Manager  of  Clinical 
Practices  (MCP)'on  08/03/07  at  12:30  PM,  they 
were  informed  of  the  findings  and  were  given  an 
opportunity  to.  provide  an  explanation.  At  2:00 
PM,  the  MCP  stated  that  the  patient  was 
discharged  from  the  agency  on  07/12/07  and  the 
discharge  summary  was  done,  yet  the  agency  is 
unable  to  locate  the  discharge  summary. 

Patient  #5  was  admitted  to  the  agency  on 
07/03/07^vith  the  diagnoses  including  Aftercare 
Following  Surgery.  The  Plan  of  Care  dated 
07/03/07  to  08/31707  ordered  the  SN.to  provide 
wound  care  to  the  patient's  left  groin.  . 

The  record  documented  that  the  last  SN  visit 
note  was  dated  07/1  j/07.  The  record  lacked 
documentation  of  the  patient  care  services  and 
the  patient's  status  from  07/12/07  to  08/03/07. 

The  record  also  lacked  documentation  of  any 
discharge  planning  and  if  any  referral  and  /or  ■ 
follow-up  care  was  required.  The  record  further 
lacked  documentation  of  the  patient's  status 
upon  discharge  from  the  agency's. services. 

During  interview  on  08/03/07  at  1:50PM  with  the 
DCM,  the  DCM  stated  that  the  nurse's  last  visit 
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2.  DCM/designee  completing  an  in- 
service  for  professional  caregivers  and 
MCPs  identifying  the  requirements  of 
discharge  planning  which  include 
complete  documentation,  physician 
notification,  discharge  status,  summary  . 
of  care,  and  identification  of  continuing 
needs  and  supportive  services. 
Caregiver  and  MCP  non-compliance  with 
this  requirement  will  result  in  disciplinary 
action,  up  to  and  including  termination. 

3.  Re-education  and.  counseling  of  the 
caregivers  identified  for  patients  #2,  #3, 
and  #5  regarding  the  comprehensive 
discharge  planning  requirements  and 
completion  of  discharge-summaries. 
Continued  deficiencies  will  results  in 
further  disciplinary  action,  up  to  and 
including  termination. 

4.  Orientation  of  newly  hired  professional 
caregivers  regarding  the  discharge 
planning  requirements  and  completion  of 
discharge  summaries. 
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was  on  07/1 1/07  and" that  the  nurse  failed  to 
document  the  discharge  summary  for  the 
patient's  record. 

Patient  #2  was  admitted  to  the  agency  on 
06/18/07  with  the  diagnosis  including  Right  Total 
Hip  Replacement,  the  Plan  of  Care  dated 
06/18/07  to  08/16/07  ordered  SN  and  PT  ■ 
{Physical  Therapy)  services.  ... 

The  record  documented  the  ia'st'SN  visit  note 
was  dated  06/18/07.  The  record  aiso 
documented  that  the  patient  refused  the  SN  visit 
on  06/21/07.  •  '         •  ■  ,  . 

The  record  lacked  documentation  of  the  patient : 
care  services  and  the  patient's  status  from  '  ■  1 
06/22/07  to  08/03/07..  The  record  lacked 
documentation' that  the  nursing  supervisor  and/or 
the  nurse  had  contacted  the  patient  for  a 
subsequent  visit  and  the  patient's  status  after 
06/21/07. 

The  receisd  also  lacked  documentation  of  any 
discharge  planning,  if  any  referral  and/or 
follow-up  care  required,  that  the  patient  and  the 
physician  were  informed/notified  about  the 
discharge  and  the  patient's  status  upon 
discharge 

During  interview  on  08/03/07  with  the  DCM  at , 
1:50PM,  the  DCM  stated  that  the  nurse  failed  to 
document  the  discharge  summary  for  the 
patient's  record. 

766.9(a)  Governing  authority 
Section  766.9  Governing  authority. 
The  governing  authority  or  operator,. as  defined 
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in  Part  700  of  .this  Title,  of  a  licensed  Home  care 
services  agency  shall: 

(a)  be  responsible  for  the  management  and 
operation  of  the  agency;  '' 

(b)  ensure  compliance  of  the  home  care  services 
agency  with  all  applicable  Federal,  State  and 
local  statutes,  rules  and  regulations. 

This  Rule  is  not  met  as  evidenced  by: 

Based  on  review  of  the  patient  records,  patient  . 
admission  information  packet  and  staff  interview  , 
the  Governing  Authority  failed  to  be  responsible 
for  the'management  and  operation  of  the  ■ 
agency. 

The  Governing  Authority's  failure  to  be 
responsible  for  the  management  arid  operation 
of  the  agency  places  all  patients  at  risk  for  poor  ■ 
patient  care  practices.  This  was  evident  in  the 
'following  deficiencies: 


H0204  -  Patient  Rights  -76601  (a)  (1) 
H0404  -  Plan  of  Care  -  766.3  (b) 
H0514  -  Medical  Orders  -  766.4  (d) 
H0722  -  Patient  Care  Record  -  766.6  (a)  (10) 


766.9(1)  Governing  authority 

Section  766.9  Governing  authority.  ■ 

The  governing  authority  or  operator,  as. defined 
in  Part  700  of  this  Title,  of  a  licensed  home  care 
services  agency  shall:  ' 


(I)  appoint  a  quality  improvement  committee  to 
establish  and  oversee  standards  of  care.  The 
quality  improvement  committee  shall  consist  of  a 
consumer  and  appropriate  health  professional 
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The  BD/designee  will  provide  the  Gentiva 
Governing  Body  with  copies  of  the 
Quality  Improvement  Committee  and- 
Professional  Advisory  Committee 
meeting  minutes  and  reports'. on  a 
quarterly  basis  in  order  to  update  them 
regarding  the  agency  operations  and 
management.  The  BD/designee  will  also  - 
provide  the  Gentiva  Governing  Body  with! 
a  copy  of  the  approved  plan  of  correction 
and  deficiencies  and  a  status  update  on 
the  plan  of  correction,  on  a  quarterly 
basis.  ,  ■ 
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persons-  including  a  physician  if  professional  ■ 
health  care  services  are  provided. The  committee 
shall  meet  at  least  fou  r  times  a  year  to: 

(1)  review  policies  pertaining,  to  the  delivery  of 
the  health  care  services  provided  by  the  agency 
and  recommend,  changes  in  such  policies  to  the 
governing  authority  for  adoption; 

(2)  conduct  a  clinical  record  review  of  the  safety, 
adequacy,  type  and  quality  of  services  provided 
which  includes: . 

(i)  random  selection  of  records  of  patients 
currently  receiving  services  and  patients 
discharged  from  the  agency  within  the  past  three 
months;  and 

(ii)  all  cases  with  identified  patient  complaints  as 
specified  in  subdivision  (j)  of  this  section; 

(3)  prepare  and  submit  a  written  summary  of . 
review  tradings  to  the  governing  authority  for 
necessary  action;  and 

(4)  assist  the  agency  in  maintaining  liaison  with 
other  health  care  providers  in  the  community. 
This  Rule  is  not  met  as  evidenced  by: 

Based  on  the  review  of  the  Quality  improvement 
Committee  (QIC)  meeting  minutes  for  the  year 
2006  and  staff  interview,  the  Governing  Authority 
failed  to  meet  the  required  four  (4)  times  per 
year.  . 

The  Governing  Authority's  failure  to  ensure  that 
the  QIC  meets  four  times  per  year,  places  the 
patients  at  risk  for  the  agency  not  being  aware  of 
trends/practices  that  would  affect  the  delivery  of 
patient  care  services. 

Findings  are: 


ID  ' 
PREFIX 
TAG 


H1036 


PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


The  BD  has  developed  a  list  of  items  that 
must  be  reported  and  reviewed  during 
the  Quality  Improvement  Committee 
meetings  so  as  to  ensure  that  all  required 
indicators  are  addressed.  The  list  of 
items  includes:  j 

1 .  Active  Census  Number  and  date,  i 

2.  Number  of  Admissions  and  period;; 

reported. 

.  3,  Number  of  Discharges  and  period 
reported.  - 

4,  Number  and  summary  of 

Complaints  and  period  reported.. 

5.  Number  and  summary  of  ■ 

Incidents  and  period  reported, 

6,  Number  and  summary  of  Adverse. 

Events/Infections  and  period 
reported. 

7.  Chart  Audit  Findings,  Trends,  and 

Total  Number  Completed  for  the  , 
following  specific  audits: 

a.  Start  of  Care  record 
audit 

b.  Clinical  Record  Review- 
(CRR)  audits  for  active 
and  discharged  patients. 

s'.  Review  of  policies  and  procedures' 
-  New  and  Revised. 

The  BD/desighee  will  provide  the  Gentiva 
Governing  Body  with  copies  of  the 
Quality  Improvement  Committee  and 
Professional  Advisory  Committee 
meeting  minutes  and  reports  reviewed 
during  such  committee  meetings,  on  a 
quarterly  basis.  The  BD/designee  will 
obtain  written  acknowledgement  and 
feedback  if  appropriate  from  the  Gentiva  ' 
Governing  Body,  regarding  their  review 
of  the  referenced  committee  meeting 
minutes  and  reports. 
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Review  of  the  QIC  meeting  minutes  for  2006, 
documented  that  the  committee,  had  met  on 
02/07/06,  04/18/06  and  10/24/06.  For  the  month 
of  July  2006,  the  binder  contained  a  piece  of 
paper  that  documented  that  the  meeting  was 
cancelled  due  to  scheduling  conflicts, 

the  section  in  the  binder  that  was  labeled 
December  2006,  lacked  the  documentation  of 
the  QIC  meeting  minutes.  . 

During  interview  on  08/03/07, at  1:40PM  with  the 
.Director  of  Clinical  Management  (DCM),  the 
DCM  stated  that  she  was  riot  sure  if  the 
committee  had  met  after  1 0/24/06.  ' 

It  should  be  noted  that  during  the  survey,  the 
agency  did  not  provide  any  additional  QIC 
meeting  minutes  for  the  year  of  2006.  ' 
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^-^//^r.  CI  Feb  2012  schedule 

i  /'-"       Teresa  A.  Nolan  to:  Cheryl  B  Phoenix  01/05/2012  07:24  AM 

'  Cc:  Mikhail  Pankov,  Suman  Raina,  Eileen  Warner,  Marie  S  Boyer 

The  CI  schedule  for  Feb  is: 

2/1/12  Brookhaven  Hospice  PCV  (Prov  #33-1537)  SR*  TN 
2/3  SR  office/offsite 

2/6  SR  office/offsite  ^ 
2/6  -  2/7  Long  Island  Healthcare  (Lie  #  1 330L001 )  EW*  MB 
2/10  SR  office/offsite 
2/14-2/15  Gentiva  PCV  TN*  EW 
.  2/15  -  2/16  St  Mary's  (Lic#  1 191 L002)  MB*  SR 
2/1 7  SR  office/offsite 
2/20  Holiday 
2/24  SR  office/offsite 

2/27-  3/2  Brookhaven  Hosp  Home  Health  Agency  (Prov  #33-7108)  SR*  TN  EW  MB 
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INITIAL  COMMENTS 

An  Complaint1  Survey  was  initiated  at  Arncricarc 
CSS  on  1 1/19/07  and  the  findings  resulted  in  an 
Extended  Survey  from  11/ 19- 12/27/07. 

Americare  CSS  services  a  Special  Needs 
Population  which  are  patients  with  secondary 
diagnoses  involving  mental  health,  the  mentally 
retarded,  and/or  developmental^  disabled  that 
preclude  their  independence  in  Activities  of  Daily 
Living. 

Nineteen  (19)  clinical  records  were  reviewed  and 
identified  as  Patients  #1  -  #19. 

Eight  (8)  home  visits  were  made  to  Patients  #1, 
#3,  #4.  #5.  #8,  #14.  #14,  #17  and  #18.  The  patients 
were  visited  in  there  homes  which  were  Adult 
Care  Facilities  (ACF). 

Fourteen  (14)  personnel  files  were  reviewed  and 
identified  as  Employees  #1  -  #14. 

Certified  copies  of  the  clinical  records  were 
requested  on  1 1/27/07. 

The  certified  records  were  received  in  the  Centra! 
Islip  (CI)  office  on  12/06/07. 

Record  reviews  and  interviews  were  conducted 
from  the  CI  office. 

The  exit  conference' was  conducted  on  12/27/07. 

Based  on  the  Extended  and  Complaint  Survey, 
the  agency  was  found  to  be  out  of  compliance 
with  the  following  Conditions  of  Participation: 

484.14  Organization,  Services,  Administration 
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■  deficiency  statement  ending  with  an  asterisk  (*)  denotes  a  deficiency  which  die  institution  may  be  excused  from  correcting  providing  it  is  determined 
;  other  safeguards  provide  sufficient  protection  to  the  patients.  (Sec  instructions.)  Except  for  nursing  homes,  the  findings  stated  above  arc  disclosable  90 
days  following  the  date  of  survey  whether  or  not  a  plan  of  correction  is  provided.  For  nursing  homes,  ihc  above  findings  and  plans  of  correction  are 
disclosable  14  days  following  the  date  these  documents  are  made  available  to  the  facility.  If  deficiencies  arc  cited,  an  approved  plan  of  correction  is 
requisite  to  continued  program  participation  . 
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4X4. 1 8  Acceptance  of  Patients,  Plan  Of  Care, 
Medical  Supervision 

484.30  Skilled  Nursing  Services 
484. 1 0  PATIENTS  RIGHTS 

The  patient  has  the  right  to  be  informed  of  his  or 
her  rights.  The  HHA  must  protect  and  promote 
the  exercise  of  those  rights. 


The  STANDARD  is  not  met  as  evidenced  by: 
Based  on  home  visits  (HV),  record  review,  Policy 
and  Procedure  review,  and  staff  interview,  the 
agency  failed  to  ensure  that  the  patient  has 
access  to  the  information  regarding  the  patient 
rights.  This  was  evident  for  six  (6)  of  nineteen 
( 1 9)  records  reviewed  and  four  (4)  of  eight  (8) 
home  visits.  (Patients  #l  HV,  #3  HV,  #4,  #8  HV, 
#9,  and  14  HV) 

The  agency's  failure  to  ensure  the  patient's  access  to 
the  information  on  the  patients  rights 
places  the  patients  at  risk  for  not'being  able  to 
exercise  their  rights  as  needed. 

The  findings  include: 

Patient  #1  (HV)  was  admitted  to  the  agency  on 
07/03/04  with  diagnoses  of  Diabetes  Mellitus  and 
Schizophrenia. 

A  home  visit  was  made  to  this  patient  (who 
resides  in  a  Adult  Care  Facility  (ACF)  on 
1 1/20/07  at  7:05  AM.  During  the  visit,  the  . 
admission  folder  (which  the  agency  provides  to 
the  patient  during  the  initial  visit)  was  requested 


G000 


G  101 


G  101  Plan  of  Rights  (Standard) 
Educutituv. 

All  Nursing  staff  have  been  in-serviced  regarding 
lhe  Palienl  BOR  and  Complaint  Procedure/  DOH 
hotline  #. 

Monitoring: 

Amcricare  CSS  Supervising  Staff,  will  be  visiting 
ail  the  Adult  Care  facilities  on  a  weekly  basis: 
(See  attached  calendar  #2)  as  evidenced  by  a 
written  supervisory  note  (See  attachment  #3 
Supervisory  Form).  The  purpose  of  these  visits  is 
to  ensure  that  pauems  are  aware  of  (heir  BOR. 
complaint  procedure  &  DOH  hotline*.,  and  to 
ensure  lhe  supervision  of  skilled  nursing  services 
in  accordance  to  the  patient's  POT.. 

•       Ensure  ttial  die  DOH 

hotline*  is  posted  in  view 
within  die  facility. 

The  Supervisory  reports  will  be  reviewed  aiid  ■ 
initialed  on  a  weekly  basis  by  lhe  DPS.  On  an 
annual  basis  the  start  of  the  new  year  all  active 
palicnts  will  be  given  another  copy  of  their  Bill  of 
Rights  &  DOH  hotline'*. 

Responsible  Person: 

DPS  for  each  branch  is  responsible  for  oversight. 


Jan.  10.  2008 
(Wcstbiiry)* 
Jan.  16,2008 
(Suffera) 
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For  review.  The  Nursing  Supervisor  stated  that 
information  would  be  "kept  with  the  ACF 
Administrator  '.  The  Nursing  Supervisor  not  the 
ACF  Administrator  could  locate  the  patient's 
admission  folder. 


There  was  no  explanation  provided  by  the 
Nursing  Supervisor  and/or  the  Administrator  as  to 
the  inability  to  locate  the  patient's  admission 
folder  which  includes  patient  Bill  of  Rights  and  a 
procedure  to  lodge  complaint. 

Patient  #8  (HV)  was  admitted  to  the  agency  on 
10/18/07  with  diagnoses  of  Diabetes  Mcllitus, 
Long  Term  Use  of  Insulin,  Congestive  Heart 
Failure,  Therapeutic  Drug  Monitoring  and 
Schizophrenia. 

A  home  visit  was  made  to  this  patient  (who 
resides  in  an  ACF)  on  1 1/2/07  at  9:45  AM.  The 
admission  folder  that  is  given  to  the  patient's 
during  initial  visit  from  the  Skilled  Nurse  (SN)  was 
requested  for  review.  The  Nurse  stated  that  the 
patient  "does  not  have  that  information  since  the 
SN  usually  gives  that  information  to  the  ACF 
Administrator  or  the  copy  is  kept  in  the  patient's 
mini  chart  which  is  kept  locked  in  the  agency's 
office". 

The  patient  would  not  be  able  to  get  the 
information  on  Patient  Bill  of  Rights/Complaint 
Procedure  after  hours  in  case  the  patient  wanted 
to  lodge  a  complaint  with  the  Department  of 
Health.  It  places  the  patient  at  risk  for  not  able  to 
exercise  all  her  patient  rights. 

Patient  #14  (HV)  was  admitted  to  the  agency  on 
05/10/07  with  diagnoses  including  Diabetes' 
Mcllitus  and  Psychosis. 


G  101 
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The  clinical  record  documents  that  the  patient 

signed  his  home  care  consent. 

The  assessment  dated  5/10/07  documents'.  "Materials 

were  given  to  the  ACF  (Adult  Care 

Facility)  Administrator", 

During  home  visit  on  10/20/07  at  7,00AM.  the 
patient  (who  resides  in  an  ACF)  stated  that  he  did 
not  recall  receiving  any  information  on  his  patient 
rights. 

Patient  #3  (HV)  was  admitted  to  the  agency  on 
02/16/07  with  diagnoses  of  Coronary 
Atherosclerosis.  Congestive  Heart  Failure,  Lower 
Leg  Injury,  and  Hypertension. 

During  home  visit  on  1 1/20/07  at  1 1 :00AM,  the 
patient  (who  resides  in  an  ACF)  stated  that  he 
'  did  not  receive"  any  information  on  his  rights. 
The  nursing  visit  nurse  had  in  her  possession  the 
patient's  yellow  copy  of  the  consent  form.  The 
patient  was  interviewed  and  stated  that  he  was 
"not  gi  ven"  a  copy  of  the  consent.  Bill  of  Rights 
and  complaint  procedure. 

The  agency  Director  of  Patient  Services  (DPS) 
was  present  during  the  interview  and  did  not. 
provide  and  explanation.. 

Patient  #9  was  admitted  to  the  agency  on 
09/04/07  with  diagnoses  including  Mental 
Retardation  and  Hypertension. 

The  clinical  record  documents  that  the  patient 
signed  his  home  care  consent.  The  assessment 
dated  09/04/07  documents:  "Material  were  given 
to  the  ACF  Administrator". 


G  101 


.M  CMS-2567  (02-99)  Previous  Versions  Obsolete 


Event  ID:  I R1J II     Facility  ID:  4706A 


If  continuation  sheet  Page  4  of  89 
Amended  x  1 


DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 
PINTERS  FOR  MEDICARE  AND  MEDICAID  SERVICES 


PRINTED:  12/26/2007 
FORM  APPROVED 
OMB  NO.  0938-0931 


STATEMENT  OF  DEFICIENCIES 
AND  PLAN  OF  CORRECTION 


(XI)  PROVIDER/SUPPL1ER/CLIA 
IDCNTlFICA'nON  NUMBER: 

337301 


(X2)  MULTIPLE  CONSTRUCTION 

A.  BUILD1NG  

B.  WING  ;  


(X3)  DATE  SURVEY 
COMPLETED 

12/27/2007 


NAME  OF  PROVIDER  OR  SUPPLIER 


AMER1CARE  CERTIFIED  SPECIAL  SERVICES  SUB-UNIT 


(X4)  ID 
PREFIX 
TAG 


G  101 


SUMMARY  STATEMENT  OF  DEFIENCIES 
(  EACH  DEFIENCY  MUST  BE  PROCEEDED  BY  FULL 
REGULATORY  OR  LSC  IDEN  TIFYING  INFORMATION) 


Continued  From  page  4 
During  interview  with  the  Director  of  Patient 
Services  (DPS)  of  Brooklyn,  who  was  appointed 
by  the  parent  agency  to  deal  with  Department  of. 
Health  issues,  on  1 1/27/07  at  1 1  ;00AM,  the  DPS 
stated  that  the  patients  "lose  the  information"  and 
therefore  the  "ACF  keeps  the  information  for  the 
patient".  The  DPS  could  not  verify  if  the  patient 
was  ever  given  a  copy  of  the  patient's  rights. 

Patient  #4  was  admitted  to  the  agency  on 
10/06/06  with  the  diagnosis  including  Diabetes 
Mcllitus  Type  fl. 

The  clinical  record  documents  that  the  Skilled 
Nurse  completed  the  initial  patient  assessment  on 
"10/06/06"  at  which  time  the  SN  ''discussed  with 
the  patient  regarding  the  home  care'  service 
agreement,  State  Hotline  number  and  the 
patient's  Bill  of  Rights". 

The  clinical  rccord  documents  that  the  patient 
signed  the  consent  for  home  care  services  dated 
"10/06/06". 

The  clinical  record  and  the  initial  patient 
assessment  lacked  documentation  that  the 
agency  had  provided'to  the  patient  in  writing,  the 
patient's  Bill  of  Rights  and  the  State  Hotline 
number  to  lodge  complaints.  The  nurse 
documented  "Discussed"  under  each  section 
regarding  this  information. 

During  interview  on  1 1/27/07  at  1 :00PM,  the 
agency's  Nursing  Supervisor  and  the  DPS,  were 
unable  to  provide  explanations. 

1'he  agency's  "Assessment/Reassessment  with 
Medical  Supervision"  policy  which  was  undated 
documented  on  page  2:  "  Upon  acceptance 
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Continued  From  page  5 
into  service  and  advance  to  providing  care,  the 
patient/significant  other  is  provided  both  verbal 
and  written  information  and  agency  and  services 
to  be  provided.  The  patient/significant  other  is 
given  but  not  limited  to  the  following  information: 

Bill  ol  rights  and  responsibility  DOH 

(Department  of  Health)  Hotline  #. .  .Access  to  care 
after  hours....  Complaint  grievance  process  " 

The  agency  failed  to  ensure  that  the  staff 
provided  the  patients  with  the  Patient  Rights 
information  and  that  the  patients  had  access  to 
this  information  as  per  the  agency's  Policy  and  . 
Procedure. 

484. 1 2(c  )  COMPLIANCE  W/ ACCEPTED 
PROFESSIONAL  STD 

The  HHA  and  its  staff  must  comply  with  accepted 
professional  standards  and  principles  that  apply 
to  professionals  furnishing  services  in  an  HHA. 

This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  home  visit  observations  and  staff 
interview,  the  agency  failed  to  maintain  patient 
confidentiality;  based  on  accepted  professional 
standards  and  principles  that  apply  to  staff 
providing  home  care  services  in  the  community 
as  required.  This  was  evident  for  Patient  #8. 

Failure  to  maintain  patient  confidentiality  in 
accordance  with  the  accepted  professional 
standards  and  principles  places  the  patients  at 
risk  for  unnecessary  disclosure  of  patient 
information. 


The  findings  include: 

A  home  visit  was  made  to  Patient  #1  (who  resides 
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G  121  Compliance  with  Acceptable  Professional 
Standard;:  (Standard) 

Monitoring: 

Supcrvisoiy  staff  will  make  weekly  visits  10  the 
ACFs  to  monitor  A  evaluate  the  actual  staff 
practices. 

•  Arc  staff  members  following 
the  policy  and  procedure  as  il 
is  written  in  the  manual? 

•  Do  the  staff  members  need 
counseling  or  training? 

•  Are  managers  adequately 
monitoring  staff  practices? 

Supervisor's  wilt  submit  weekly  summary,  DPS 
will  review  weekly  summaries.  Based  on  luc 
Supcivisory  visit  findings  in-service  education  will 
be  arranged  &  provided  on  an  on-;join«  basis  as 
needed. 

Responsible  Person: 

DPS  for  each  branch  office  will  provide  oversight 
and  is  responsible  to  enforce  legulation. 

Amcricare  CSS  Administrator/Governing  Body  will 
ensure  that  the  required  education  and  in-serviccs 
lake  place  and  die  Agency's  have  the  continued  ' 
support  to  resolve  si!  identified  deficiencies  av.d 
prevent  any  reoccurrences  of  deficient  practices. 
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Continued  From  page' 6 
In  a  Adult  Cure  Facility  (ACF)  on  1 1/20/07  at 
7:05  AM.  During  the  visit.  die  Nursing  Supervisor 
was  observed  talking  in  a  loud  voice  about  Patient 
#8  (who  resides  ai  another  ACF)  in  the  dining 
area.  There  were  3-5  patients  in  the  dining  area. 

On  1 1/20/07  at  8:50AM,  the  nurse  and  Nursing 
Supervisor  were  observed  discussing  Patient  #8. 
The  agency  staff  used  the  patient's  name  several 
times  during  the  conversation  in  an  open,  area 
where  other  patient's  were  observed  to  be  sitting 
around  and  drinking  coffee. 

On  1 1/20/07,  the  Director  of  Patient  Services 
(DPS)  from  Brooklyn  office  who  was  appointed  by 
the  parent  agency  to  deal  with  Department  of 
Health  issues  and  the  DPS  from  Wcstbury  office 
were  informed  of  the  observations.  The 
administrative  staff  could  not  provide  and 
explanations. 

The  agency  policy  and  procedure  for  "H1PAA 
PRIVACY  NOTICE"  which  was  undated 
documents  that  the  policy  applies  to  all 
"American;  workers,  contractors,  Vendors,  ACF 
staff  and  other  professionals  PHI  Related 
Information,  in  the  course  of  their  work.  It  details 
pertinent  definition,  who  may  receive  PHI  Related 
Information/in-service  education  requirements, 
confidentiality  and  disclosure. ..." 

The  policy  and  procedure  further  documented 
That  the  "Federal  law  requires  us  to: 
Make  sure  that  your  medical  information  is  kept 
private  Give  you  this  notice  of  our  legal  duties  and 
privacy  practices  related  to  your  medical 
information.  Follow  the  terms  of  the  privacy  notice 
that  is  currently  in  effect." 


484. 14  ORGANIZA  TION,  SERVICES  & 
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ADMINISTRATION 


This  CONDITION  is  not  met  as  evidenced  by: 
Based  on  clinical  record  review,  home  visits, 
review  of  the  agency's  On  Call  Log,  review  of 
Policies  and  Procedures,  review  of  the  agency's 
Performance  Improvement  Committee  Meeting 
minutes,  and  interviews,  the  Governing  Authority 
(GA)  failed  to  adequately  oversee  the  management 
of  the  agency. 

Findings  include: 

The  GA  failed  to  ensure  the  provision  of  safe  and 
quality  care  to  the  agency's  special  needs 
population  of  patients  with  secondary  diagnoses 
involving  mental  health,  the  mentally  retarded, 
and/or  developmental^  disabled  that  prelude 
their  independence  in  the  activities  of  daily  living 
as  evidenced  by: 

Failure  to  ensure  the  supervision  of  the  Skilled 
Nursing  Services 

Failure  to  ensure  that  the  Skilled  Nursing  Services 
were  provided  in  accordance  with  the  patient  Plan 
of  Care 

Failure  to  ensure  that  the  nursing  staff 
coordinated  care  with  the  physician  arid  other 
staff  involved  with  the  patients  care  including  the 
Adult  Care  Facility  (ACF)  staff 

Failure  to  ensure  that  nursing  staff  reported 
changes  to  the  physician  and  revised  the  patient 
  Plan  of  Care  to  reflect  the  patient  needs  
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G  122  Organization,  Services,  Auministratioo 
(Condition) 

How  the  Governing  Authority  is  going  to  take 
responsibility  for  the  corrective  action  for  the 
Condition: 

The  DPS  of  each  brunch  is  responsible  for  oversight 
of  Supervisory  slafi'  and  will  provide  wrillen  weekly 
summitries  to  the  Administrator/Governing 
Authority.  Weekly-meetings  (ongoing)  will  take 
place  with  the  Administrator  &  DPS  to  ensure  thai 
die  POC  is  being  adhered  to.  On  it  quarterly  basis 
all  findings  will  be  reported  to  the  Professional 
Advisory  Committee/Board. 

Americare-  CSS  Adminisuvrtor/Goveming  Body 
(VP  of  Operations)  will  ensure  thai  the  required 
educalion  and  in-services  take  place.and  the 
Agency's  have  the  continued  support  to  resolve  all 
idcniifict!  deficiencies  and  prevent  any 
reoccurrences  of  deficient  practices. 
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Failure  to  ensure  that  the  patients  received 
medications  and  treatments  in  accordance  with 
the  Patient  Plan  of  Care 

Failure  to  ensure  supervision  of  the  home  health 
aide  services 

Failure  to  ensure  the  patient  has  access  to 
information  on  Patient  Rights 

Failure  to  ensure  that  the  staff  respect  the 
confidentiality  of  patient  information  during  their 
presence  in  (lie  ACF  ' 

Failure  to  ensure  the  implementation  of  the 
agency's  Policies  and  Procedures 

Failure  to  ensure  the  implementation  of  the 
corrective  action  plan  for  the  Statement  of 
Deficiencies  for  the  Complaint  Survey  of 
06/04/07. 

Refer  to  G101,  G128,  G133,  G 138,  G145,  G158, 
G159,  G168,  G173,  G176,  G229,  and  G236. 

The  cumulative  effect  of  these  systems  failures 
resulted  in  the  agency's  inability  to  ensure  the 
provision  of  safe  patient  care  practices  that 
resulted  in  poor  Diabetic  management  for 
patients  #1  and  #14,  poor  medication 
management  for  the  special  needs  patients 
serviced  by  this  agency,  and  places  all  agency 
patients  at  risk  for  unsafe  and  poor  quality 
healthcare. 

484, 14(b)  GOVERNING  BODY  . 

A  governing  body  (or  designated  persons  so 
functioning)  assumes  full  legal  authority  and 
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responsibility  for  the  operation  of  the  agency. 

This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  clinical  record  review,  home  visits  (HV) 
review  of  the  Performance  Improvement  (PI) 
Audit  for  October  2007:  staff  interviews,  review  of 
the  agency's  On  Call  I.-og,  and  review  of  the 
agency's  Policy  and  Procedures,  the  Governing 
Authority  (GA)  failed  to  ensure  and  implement  the 
full  responsibility  for  the  safe  delivery  of  patient 
care  services  for  the  special  needs  population  of 
patients  with  secondary  diagnoses  involving 
mental  health,  the  mentally  retarded,  and/or  the 
developmentally  disabled  that  prelude  their 
independence  in  the  activities  of  daily  living  which 
arc  serviced  by  this  agency. 

The  findings  include: 

The  GA  failed  to  oversee  the  provision  of  nursing 
services  to  patient  #1  HV  which  resulted  in  failure 
to  provide  a  nursing  visit  on  a  weekend,  "talking" 
via  telephone  to  an  unlicensed  and  untrained 
person  at  the  Adult  Care  Facility  (ACF)  through 
the  drawing  up  of  Insulin  and  not  investigating  this 
incident  until  two  (2)  months  later.  Refer  G158, 
G173,  and  GI76  of  this  report. 

The  GA  failed  to  ensure  the  implementation  of  the. 
Plan  of  Correction  of  the  Complaint  Survey  of 
06/04/07.  The  PI  Audits  for  October  2007  and 
Plan  of  Correction  Updates  for  October  2,  2007 
continue  to  document  the  agency's  failure  to 
develop  a  complete  Plan  of  Care,  provide  care  in 
accordance  with  the  Plan  of  Care,  and  supervise 
the  home  health  aides.  The  audits  documented 
that  the  agency  had  not  met  the  thresholds  for 
compliance  to  ensure  that  the  corrective  actions 
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G  128  Governing  Authority  (Standard) 

All  Adult  Care  Facility  Owners/ Administrators  were 
given  30-day  notice  verbally  and  in  writing.  AH 
active  patients  were  provided  with  a  letter  and  a  list 
of  alternate  providers  (patient  choice).  Americare 
CSS  will  continue  to  pro  vide  care  until  the  transition 
to  another  provider  is  complete.  (See  attachment  4  5 
Letters)  Anicricurc  CSS  will  maintain  a  log  of 
the  transition  of  active  patients  along  with  the 
completion  date  (See  attachment  S  d  Termination 
Log). 

DPS  provides  a  written  summary  with  a  cony  of  die 
transition  Ion  to  dm  Administrator/Govemini; 
Authority  on  a  weekly  basis. 

Americare  Supervisory  staff  will  make  weekly  visits 
to  the  ACFs  lo  ensure  services  arc  rendered  in 
accordance  to  the  POT.  The  Supervisor  will  alert 
the  DPS  of  their  findings.  American;  DPS  is 
responsible  10  develop  and  review  the  nursing 
schedule  (a  month  in  advance)  to  ensure  seiviccs  are 
being  rendered  in  accordance  to  the  Patient's  Plan  of 
Care,  DPS  will  report  the  findings  to,  the 
Ad  ministralor/Govcarihig  Authority 

The  DPS  submits  a  copy  of  the  on -call  calendar  and 
log  to  the  Administrator  on  a  monthly  basis  for 
review.  Any  problems  with  staffing  axe 
immediately  reported  by  the  DPS  to  the 
Administrator  for  resolution. 

The  VP  of  Operations  has  overall  responsibility  lo 
ensure  appropriate  staff  to  implement  safe  delivery 
of  "care  under  business  agreement.  VP  of  Operations 
is  ultimately  responsible  lo  ensure  the  ACFs  are 
appropriately  staffed  and  operating  in  accordance  to 
the  all  Federal  and  State  Regulations  governing 
home  cart. 


Accc, 
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in  the  Plan  of  Correction  for  the  Complaint  Survey 
of  06/04/07  were  met.  The  GA  failed  to  oversee 
and  monitor  the  PI  activities.  This  was  evident  by 
repeat  deficiencies  in  G158,  G159  and  G229. 

Review  of  the  On  Call  Log  and  interviews 
documented  problems  with  the  agency's 
availability  during  off  hours.  During  interviews 
with  agency  staff,  the  staff  verbalized  the  problem 
with  nursing  availability  especially  on  the 
weekends.  This  resulted  in  missed  visits,  missed 
Insulin  doses,  poor  oversight  of  the  patients 
medication  regimen,  and  poor  quality  nursing 
care  for  this  special  needs  population.  Refer  to 
G158,  G159,  G173,  and  Gl?6  of  this  report. 

The  GA's  failure  to  assume  full  authority  and 
responsibility  for  the  operation  of  the  agency 
resulted  in  the  poor  oversight  of  the  patients 
diabetic  (patients  #1  and  #14)  and  medication 
management  and  placed  all  other  patients  at  risk 
for  unsafe  and  poor  quality  healthcare. 


484.14(c)  ADMINISTRATOR  . 

.The  administrator,  who  may  also  be  the  , 
supervising  physician  or  registered  nurse  required 
under  paragraph  (  d  )  of  this  section.orgaiiizes  and 
directs  the  agency's  ongoing  functions;  maintains 
ongoing  liaison  among  the  governing  body,  the 
group  of  professional  personnel,  and  the  staff. 

This  S  TANDARD  is  not  met  as  evidenced  by: 
Based  on  clinical  record  review,  home  visits, 
review  of  the  On  Call  Log,  review  of  Policies  and 
Procedures,  the  identification  of  repeat 
deficiencies,  review  of  the  agency's  Performance 
Improvement  Committee  minutes.. and  interviews, 
the  Administrator  failed  to  effectively  oversee  the 


G  128 


G  133 


(J  133  Administrator  (Standard) 

The  DPS  in  cacb  branch  provides  day  to  day 
oversight  and  management  of  operations. 
The  Administrator  is  responsible  to  unsure  the  POC 
is  implemented  and  will  report  her  findings  10  die 
VP  of  Operations/Governing  Board. 

VP  or  Operations  is  ultimately  responsible  to  ensure 
the  ACFs  are  appropriately  staffed  aiid  operating  in 
accordance  to  the  all  Federal  and  Stale  regulations 
governing  home  care  and  corrective  actions. 


FORM  CMS 


;-2567  (02-99)  Previous  Versions  Obsolete 


Event  ID:  1 RIJ1 1     Facility  ID:  4706A 


If  continuation  sheet  Page  1 1  of  89 
Amended  x  ! 


DEPARTMENT  OT  HEALTH  AND  HUMAN  SERVICES 
CENTERS  FOR  MEDICARE  AND  MEDICAID  SERVICES 


PRINTED:  12/26/2007 
FORM  APPROVED 
OMB  NO.  0938-0931 


.  ATEMENT  OP  DEFICIENCIES 
AND  PLAN  OP  CORRECTION 


(XI)  PROVIDER/SUPPLER/CLIA 
IDENTIFICATION  NUMBRR: 

337301 


(X2)  MULTIPLE  CONSTRUCTION 

A.  BUILDLNG   

B.  WING  


(X3)  DATE  SURVEY 
COMPLETED 

12/27/2007 


NAME  OF  PROVIDER  OR  SUPPLIER 

AMERICA  RE  CERTIFIED  SPECIAL  SERVICES  SUB-UNIT 


(X4)ID 
PREFIX 
TAG 


G  133 


SUMMARY  STATEMENT  OF  DEF1ENCIES 
(  EACH  DEFIENCY  MUSI'  BE  PRECEEDED  BY  IULL 
REGULATORY  OR  LSC  IDENTIFYING  INIURMATION) 


Continued  From  page  1 1 

operation  and  management  of  the  agency. 

The  failure  of  the  Administrator  to  effectively 
manage  the  services  provided  by  the  agency  . 
resulted  in  poor  diabetic  management  for 
patients  #1  and  #14,  poor  medication 
management  for  the  special  needs  patients  with 
secondary  diagnoses  involving  mental  health,  the 
mentally  retarded,  and/or  the  developmental^ 
disabled  that  preclude  their  independence  in  the 
activities  of  daily  living  which  arc  serviced  by  this 
agency,  and  places  all  patients  at  risk  for  unsafe 
and  poor  quality  care. 

The  findings  include; 

The  Administrator  failed  to: 

Investigate  the  failure  of  the  agency  to  provide  a 
nursing  visit  to  Patient  #1  on  a  weekend  and  the 
agency's  telephone  instruction  to  an  unlicensed 
and  untrained  employee  of  the  Adult  Care  Facility 
(ACF) 

Ensure  the  supervision  of  Skilled  Nursing 
services 

Ensure  that  Skilled  Nursing  Services  were 
provided  in  accordance  with  the  patient  Plan  of 
Care 

Ensure  that  the  agency  nursing  staff  coordinate 
care  with  the  physician,  the  ACF  staff,  and  other 
staff  involved  in  the  patient's  care 

Ensure  that  the  nursing  staff  reported  changes  to 
the  physician  and  revised  the  patient  Plan  of  Care 
to  meet  the  patient  needs 
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Continued  From  page  12  ' 
Ensure  that  the  patient  Plan  of  Care  was 
complete  and  addressed  all  patient  needs 

Ensure  that  patients  received  medications  and 
treatments  in  accordance  with  their  Plans  of  Care 

Ensure  supervision  of  home  heaJth  aide  services 

Ensure  the  patient's  access  to  the  Patient  Rights 

Protect  patient  confidentially  while  providing  care 
to  the  patients  in  the  ACF 

Ensure  the  provision  of  care  in  accordance  with 
the  agency's  Policies  and  Procedures 

Ensure  the  implementation  of  the  corrective 
action  plan  for  the  Statement  of  Deficiencies 
issued  for  the  Complaint  Survey  of  06/04/07. 

ReferG101,G121,G138,  G145,  G158,  G!59,  . 
G168,  G173,  G176,  G229.  and  G236  of  this 
report. 

484. 14  (d)SUPERVISrNG  PHYSICIAN  OR 
REGIS.  NURSE 


The  skilled  musing  and  other  therapeutic  services 
furnished  are  under  the  supervision  and  direction 
of  a  physician  or  a  registered  nurse  (who 
preferably  has  at  least  1  year  of  nursing 
experience  and  is  a  public  health  nurse). 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  clinical  record  review,  home  visits  (HV), 
review  of  agency  Policies/Procedures,  review  of 
the  On  Call  Lo,  review  of  the  agency's 
Performance  Improvement  Committee  Meeting 
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G  138  Supervising  Physician  or  Registered  Nurse 

American;  Supervisory  staff  will  make  weekly  visits 
to  the  ACF s  to  ensure  services  are  rendered  in 
accordance  to  the  POT.  Tile  Supervisor  will  alert  the 
DPS  of  their  fmtltngs.  Arnericarc  DPS  is  responsible 
to  develop  and  review  the  nursing  schedule  (a 
month  in  advance)  to  ensure  services  are  being 
jvndercd  in  accordance  to  the  Patient's  Plan  of  Care. 
The  DPS  develops  an  in-service  and  ensures 
appropriate  education  is  given  to  the  field  nurses 
based  on  the  Supei-visor  findings.  The  DPS  will 
report  the  findings  to  the  Administrator/Governing  . 
Authority  on  a  weekly  basis  and  lo  the  Professional 
Advisory  Committee/Board  quarterly. 

Diabetic  Educator  will  conduct  bi-weekly  ease 
conferences  on  all  insulin  dependent  patients  with 
Supervisor.  ACF  nurse  &  MD  until  patient's 
condition  stabilizes  or  becomes  independent  in 
insulin  administration.. 
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minutes,  and  interviews,  the  agency's  Supervising 
Nurse  failed  to  ensure  that  the  Skilled  Nursing 
serviees  provided  to  the  agency's  patients  were 
appropriately  supervised. 

This  resulted  in  poor  medication  management  for 
the  special  needs  patients  with  secondary 
diagnoses  involving  mental  health,  the  mentally 
retarded,  and/or  the  developmental^  disabled 
that  preclude  their  independence  in  the  activities 
of  daily  living  which  are  serviced  by  the  agency, 
poor  Diabetic  management. provided  to  patients 
#1  and  #14,  and  places  patients  at  risk  for  unsafe 
and  poor  quality  health  care. 

Refer  G  158;  G159,  G168,  G173,  G176,  and 
G229. 

484.14  (g)  COORDINATION  OF  1 'A  I  TENT 
SERVICES 

A  written  summary  report  for  each  patient  is  sent 
to  the  attending  physician  at  least  every  60  days. 

This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  clinical  record  review  and  staff 
interview,  the  agency  failed  to  provide  the 
physician  a  complete  summary  of  the  care 
provided  to  patients.  This  was  evident  for  six 
(6)  of  sixteen  (16)  clinical  records  requiring  sixty 
(60)  day  summaries.  (Patients  #1 ,  #4,#5,#7. 
#10,  and  #14) 

The  agency's  failure  to  provide  the  physician  with 
a  comprehensive  sixty  (60)  day  summary  places 
the  patients  at  risk  for  poor  coordination  of  care.  . 

The  finding  include: 
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'  100  %  Clinical  record  audit  will  be  conducted  on 
all  insulin  dependent  diabolic  patients. 

All  non-insulin  dependent  Diubelic  patients  eharts 
will  he  reviewed  on  a  quarterly  basis.  Results  wilt 
be  reported  to  the  D  PS/Ad  m  &  the  TAB  on  a 
quarterly  basis. 

Diabetic  Educator  will  provide  Quarterly  Diabetic 
In-scrvices  to  the  ACF  staff  muses. 

VP  of  Operations  is  ultimately  responsible  to  ensure 
the  ACF's  arc  appropriately  staffed  and  operating  in 
accordance  to  the  all  Federal  and  Stale  regulations 
governing  home  catc  and  corrective  actions. 


The  Agunev  will  ensure  that  all  patients  ( 100%- 
chart  review')  of  60-  day  summaries  arc  complete, 
timely  and  reflect  the  patients  true  condition.  This 
will  be  evidenced  hv  the  review  of  all  rs- 
certificalion  documentation  upon  submission  to  the 
agency  &  Supcrvisor/OI  Nursc/DPS  sign  off  on  the 
documental  ion  checklist.  CSce  attachment  #10).  The 
Nursing  Supervisor/OI  Nurse  and/or  DPS  will 
review,  date  and  initial  all  60  day  summaries. 

Thenursefs)  will  be  scheduled  to  come  into  the 
office  on  a  weekly  basis  to  review  and  update  the 
clinical  records  as  needed  based  on  die  findings  on 
die  documentation  checklist.  DPS  will  develop  a 
calendar  and  an  attendance  record. 

The  DPS  lor  each  branch  have  overall 
responsibility  to  develop  ongoing  in-serviccs,  staff 
education  and  to  ensure  die  ACF  nurses  are 
documenting  iu'  accordance  to  the  all  Federal  and 
Stale  regulations. 


(X5) 
COMPLETION 
DATE 


Feb.  6,  2008 


March  31 . 2008 


Jan.  10,  2008  i 
Ongoing 


FORM  CMS-2567  (02-99)  Previous  Versions  Obsolete 


Event  ID:  1  Rill  I     Facility  ID;  4706A 


if  continuation  sheet  Page  14  of  89 
Amended  x  1 


DEPAR  TMENT  OF  HEALTH  AND  HUMAN  SERVICES 
CENTERS  FOR  MEDICARE  AND  MEDICAID  SERVICES 


PRINTED:  12/26/2007 
FORM  APPROVED 
OMB  NO.  0938-0931 


STATEMENT  OF  DEFICIENCIES 
-AND  PLAN  OF  CORRECTION 


(X1)  PROVIDER/SUPPL1ER/CL1A 
IDENTIFICATION  NUMBER: 

337301 


(X2)  MULTIPLE  CONSTRUCTION 

A.  BUILDING   :  

B.  WING  


(X3)  DATE  SURVEY 
COMPLETED 

12727/2007 


NAME  OF  PROVIDER  OR  SUPPLIER 

AMKRICARE  CERTIFIED  SPECIAL  SERVICES  SUIWJNIT 


(X4)  ID 
PREFIX 
TAG 


G  145 


SUMMARY  STATEMENT  OF  DEFIENCIES 
(  EACH  DEFIENCY  MUST  BF.  PRFCEEDED  BY  FULL 
REGULATORY  OR  LSC  IDENHFYING  INFORMATION) 


Continued  From  page  14 
Patient  #1  was  admitted  to  the  agency  on 
07/30/04  with  diagnoses  of  Diabetes  Mcllims  and 
Schizophrenia.  The  patient  currently  receives 
Skilled  Nursing  (SN)  daily  and  home  health  aide 
(hha)  services. 


The  "60  Day  Summary/Medical  Update"  dated 
1 1/08/07  doeuments  that  the  patient's  blood 
sugar  ranged  between  1 1 6  to  230. 

The  Skilled  Nursing  visit  notes  and  the  Insulin 
Treatment  Log  documents  that  the  patients  blood 
sugar  ranged  between  92  to  392.  The  summary 
failed  to  document  the  patient's  monthly  weight  . 
and  that  the  patient  was  receiving  hha  services  as 
ordered. 

On  1 1/26/07  at  2:30  PM,  the  administrative  staff 
were  informed  of  the  survey  findings  and  were 
given  an  opportunity  to  provide  an  explanation. 
On  1 1/27/07,  the  administrative  staff  could  not 
provide  any  explanation. 

Patient  #10  was  admitted  to  the  agency  on 
09/19/07  with  diagnoses  of  Cellulitis  of  the  Legs, 
Congestive  Heart  Failure,  Dementia,  Diabetes 
Mellitus  Type  11,  and  Depressive  Disorder. 

-The  "60  Day  Summary/Medical  Update"  signed 
and  dated  by  the  nurse  on  1 1/1 6/07  lacked 
documentation  of  patient's  wound  status,  and 
blood  sugar  levels. 

The  60  Day  Summary  also  documented  that  the 
patient  has  no  peripheral  edema.  However,  the 
nursing  visit  notes  from  9/20  -  10/24/07 
consistently  documented  that  the  patient  has  right 
lower  leg  edema  of  "2+". 
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Continued  From  page  1 5 

During  an  interview  with  the  Nursing  Supervisor 
on  1 1/27/07  at  1:15  PM,  the  Nursing  Supervisor 
was  unable  to  provide  an  explanation. 

Patient  #7  was  admitted  to  the  agency  on 
05/19/07  with  diagnoses  of  Diabetes  Mellitus 
Type  II,  Schizoaffective  Disorder,  and 
Hypertension. 

The  "60  Day  Summary/Medical  Update"  dated 
1 1/14/07  lacked  documentation  of  the  patient's 
blood  sugar  levels  despite  daily  nursing  visits  to 
perform  this  tasks. 

During  an  interview  with  the  Director  of  Patient 
Services  (DPS)  of  Westbury  on  1 1  /27/07  at  1 :30 
PM,  the  DPS  was  unable  to  provide  an 
explanation. 

Patient  #14  was  admitted  to  the  agency  on 
05/10/07  with  diagnoses  of  Psychosis  and 
Diabetes  Mellitus. 

The  Record  lacked  documentation  of  a  "60  Day 
Summary/Medical  Update"  for  the  certification 
period  of  09/07-  11/05/07. 

The  finding  was  reviewed  with  the  Nursing 
Supervisor  on  1 1/27/07  at  1 1:00  AM  and  no  . 
explanation  for  the  agency's  failure  to  complete 
and  submit  the  60  Day  summary  was  provided. 

Patient  #5  was  admitted  to  the  agency  on 
10/04/05  with  the  diagnoses  including  Diabetes 
Mellitus  Type  LI  and  Hypertension. 

The  Plan  of  Care  dated  09/24  -1 1/22/07  ordered 
the  SN  once  a  week  to  perform  fingerstick  and 
vital  signs  every  Monday. 
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The  "60  Day  Summary/Medical  Update"  for  the 
period  of  09/24/07  -  1 1/22/07  lacked 
documentation  of  the  range  of  the  patient's- vital 
signs  and  fingerstick  test  results: 

During  an  interview  on  1 1/26/07  at  3:00  PM  the 
Administrative  staff  were  informed  of  the  survey 
findings.  The  Administrative  staff  was  unable  to 
provide  an  explanation. 

Patient  #4  was  admitted  to  the  agency  on 
10/06/06  with  the  diagnosis  of  Diabetes  Mellitus 
Type  II 

The  Plan  of  Care  dated  08/02  -  09/30/07  ordered 
the  SN  daily  to  perform  fingerstick  blood  sugar 
readings  and  administer  Insulin. 

s  The  "60  Day  Summary /Medical  Update''  for  the 
period  of  08/02  -  09/30  lacked  documentation 
of  the  range  of  the  fingerstick  test  results. 

During  an  interview  on  1 1/26/07  at  3:00PM,  the 
Administrative  staff  were  informed  of  the  survey 
findings  and  were  given  an  opportunity  to  provide 
an  explanation.  On  1 1/27/07  the  agency  provided 
no  explanation. 

484. 18  ACCEPTANCE  OF  PATIENTS,  POC, 
MED  SUPER 


This  CONDITION  is  not  met  as  evidenced  by: 
Based  on  clinical  record  review,  home  visits, 
review  of  the  agency's  Policies/Procedures, 
review  of  the  agency's  Performance  Improvement 
Committee  Meeting  minutes,  and  interviews,  the 


G  145 


G  156 


Acceptance  of  Patients,  l*OC,  Medical 
Supervision  (Condition) 

Monitoring-. 

Supervises!}  staff  will  make  weekly  visits  to  the 
ACF's  to  evaluate  the  actual  suit  practices. 

•  Arc  staff  members  following  the  policy 
■  and  procedure  as  it  is  wriiusu  iji  the 

manual? 

♦  Do  the  staff  members  need  counseling  or 
training? 

»'      Are  managers  adequately  monitoring 
staff  practices'? 

Based  on  the  Supervisory  visit  findings  in-service 
education  will  be  aiTUngcd  &  provided. 
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Continued  From  page  17 
agency  failed  to: 

Develop  a  complete  and  comprehensive  Plan  of 
Care 

Provide  care  in  accordance  with  the  Plan  of  Care 

Revise  the  patient's  Plan  of  Care  as  needed 

Ensure  effective  coordination  of  patient  services 

Provide  instruction  to  the  patient  and  Adult  Care 
Facility  staff 

Adhere  to  the  agency  Policies/Procedures 

Implement  the  corrective  actions  for  the 
Statement  of  Deficiencies  for  the  Complaint 
Survey  of  06/04/07. 

Findings  include: 

Refer  G145,  G158:  G159,  G168,  G173,  and 
G176 

The  cumulative  effect  of  the  agency's  failure  to 
develop,  implement  and  revise  the  Plan  of  Care 
resulted  in  poor  oversight  oT  patients  requiring 
Diabetic  management  (Patients  #1  HV  and  #14 
HV),  poor  medication  management  for  the  special 
needs  population  of  patients  with  secondary 
diagnoses  involving  mental  health,  the  mentally 
retarded,  and  the  developmcntally  disabled  that 
preclude  their  independence  in  the  activities  of 
daily  living,  and  places  all  patients  at  risk  for 
unsafe  and  poor  quality  care  with  the  potential  for 
poor  patient  outcomes. 

484.18  ACCEPTANCE  OF  PATIENTS,  POC, 
MED  SUPER 
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DPS  lor  each  branch  office  will  provide 
oweisighi  anil  responsible  to  enforce 
regulation. 

American;  CSS  Acjiiiiustrator/Govcrnin): 
Body  will  ensure  that  Westbury  &-  Suffern: 

•  Develop  a  complete  aw! 
comprehensive  Plan  of  Care 

•  Provide  care  in  accordance  with 
the  Plan  of  Care 

•  Revise  the-  patient's  Plan  of  Care 
as  needed 

•  Ensure  effective  coordination  of 
patient  services 

■      Provide  instruction  to  the  patient 
and  Adult  Care  Facility  staff 

•  Adhere  to  the  agency 
Pol  icies/Procedures 

•  Implement  the  conective  actions 
for  the  Statement  of  Deficiencies 
for  the  Complaint  Survey  of 
06/04/07. 

This  will  be  achieved  by  performing 
ongoing  Performance  Improvement/Quality 
Assurance  clinical  record  audits  on  u 
quarterly  basis.  Results  of  these  audits  will 
be  reported  to  the  QI 

Auierieare  CSS  Administrator/Governing 
Body  will  ensure  that  the  required  education 
and  in-sciVices  lake  place  and  the  Agency's 
have  tlie  continued  support  to  resolve  all 
identified  deficiencies  and  prevent  any 
reoccurrences  of  deficient  practices. 

The  Administrator  will  report  her  findings 
to  the  VP  of  Operations/Govtrniiig  Board. 

VP  of  Operations  is  ultimately  responsible 
to  ensure  the  ACF's  are  appropriately 
staffed  and  operating  in  accordance  to  the 
all  Federal  and  State  regulations  governing 
home  care.  , 

G  158  Acceptance  of  Patients,  POC, 
Medical  Supervision  (Standard) 
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Care  follows  a  written  plan  of  care  established 
and  periodically  reviewed^by  a  doctor  of  medicine, 
osteopathy,  or  podiatrie  medicine. 

This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  clinical  record  review,  home  visits  (HV), 
Policy/Procedure  review,  and  staff  interview,  the 
agency  continued  to  fail  to  ensure  that  care  was 
provided  in  accordance  with  the  Plan  of  Care  in 
ten  (10)  of  nineteen  (19)  records  reviewed  and 
two  (2)  of  eight  (8)  home  visits.  (Patients  #1  HV, 
#3.  #5.  #6.  #8.  #9.  #10.  #1 1 .  #14  HV,  and  #17) 

The  agency's  failure  to  ensure  that  the  patients 
receive  care  in  accordance  with  the  Plan  of  Care 
resulted  in  poor  Diabetic  and  medication 
management  for  patients  #1  and  #14,  has  the 
potential  for  patients  to  receive 
inadequate/inappropriate  care,  places  all  agency 
patients  at  risk  for  unsafe  and  poor  quality  health 
care,  and- the  potential  for  negative  patients 
outcomes. 

The  findings  include: 

Patient  #1  (HV)  was  admitted  to  the  agency  on 
07/30/04  with  diagnoses  of  Diabetes  Mcllitus  and 
Schizophrenia. 

The  Plan  of  Care  dated  05/16  -  07/14,  07/15- 
09/12.09/13-11/11  and  11/12-01/10/08 
documents  orders  for  Skilled  Nurse  (SN)  visits 
daily  to". . .  Diabetic  Regime,  S/S  (signs  and 
symptoms)  of  liypo/hypcrglycemia  causes  and 
intervention.  Foot  care/Skin  Care.  Adm  Lantus  as 
ordered  Q  (every)  am.  Regular  Insulin  Coverage 
in  AM  &'PM. . . :  If  B/S  (blood  sugar)  >  250  '. 
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The  Plan  of  Care  has  been  reviewed  and  amended 
by  evidence  of  physician  interim  orders  in  the 
patient's  clinical  record  for  patient's  #1 .  #3.  #5,#6. 
#£.#9.  #10.  #11.  #14.  &  #17   Feb.  6.  2008 

Staff  education  and  in-semccs  will  be  conducted  in 
both  Westbury  &  Suffern, 

DPS  of  each  branch  is  responsible  to  develop  an 
ongoing  staff  education/in-service  calendar  on 
quarterly  basis.  Quarterly  clinical  record  audits  will  I 
be  performed  by  Supcrvisoi/Q!  nurse/DPS  to 
identify  any  deficient  agency  practices.  DPS  for 
each  branch  office  will  provide  oversight  and 
responsible  lo  enforce  home  care  regulations,  The 
DPS  will,  report  her  findings  on  a  quarterly  basis  to 
the  Ql  committee/  Professional  Advisory 
BoiirdVCommittee.  - 

American;  CSS  Administrator  will  ensure  that  the 
required  chart  audits,  education  and  in-services  taie 
place  and  the  Agency's  have  the  continued  support 
lo  resolve  alt  identified  deficieucics  and  prevent  any 
reoccurrences  of  deficient  practices,  This  will  be 
achieved  by  meeting  with  the  DPS  on  a  weekly 
basis  and  reviewing  ongoing  Performance 
improvement/Quality  Assurance  clinical  record 
audit  results  on  a  quarterly  basis.  The  Administrator 
will  report-  her  findings  to  the  VP  of 
Operations/Governing  Board. 

VP  of  Operations  is  ultimately  responsible  to  ensure 
the  ACFs  are  appropriately  staffed  and  aperiilittg  in 
accordance  to  the  all  Federal  and  State  regulations 
governing  home  care. 
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Continued  From  page  19 

During  the  home  visit  on  1 1/20/07  at  7:05  AM,  the 
blood  sugar'log  was  reviewed.  The  log 
documented  that  the  patient  tests  his  blood 
sugars  "twice  a  day" 

Interview  with  the  patient  during  visit,  the  patient 
stated  that  there  has  been  "several  days"  that  the 
Adult  Care  Facility  staff  "  drew  up  the  Insulin"  for 
the  him  and  he  self  administered  the  Insulin. 

The-Adult  Care  Facility  (AO7)  regulations  part 
487.7  (f)  (7)  of  Title  18NYCRR  (New  York 
Codes,  Rules,  Regulations)  prohibits  ACF  staff 
from  administering  injectable  medication.  The 
ACF  Standards  define  the  administration  of  an 
injectable  medication  to  include  the  preparation, 
such  as  the  drawing  up  and  filing  the  syringe,  as 
part  of  the  administration  of  an  injectable 
medication. 

The  agency  failed  to  provide  SN  visits  and 
administer  the  patient's  Insulin  as  as  ordered  on 
the  Plan  of  Care. 

Refer  G 176 

Patient  #14  (HV)  was  admitted  to  the  agency  on 
05/10/07  with  diagnoses  including  Diabetes 
Mellitus,  Psychosis,  and  Ilypertenstion. 

The  Plan  of  Care  dated  from  the  start  of  care  to 
01/04/08  orders:  Skilled  Nursing  visits  daily  to 
administer  Lantus  Insulin  100  units  daily,  '  diabetic 
care  diabetic  regime.  S/S  (signs  and  symptoms)  of 
hyper/hypoglycemia:,  and  included  a  sliding  scale 
insulin  coverage  of  Humulin  R  Insulin  for  blood 
sugars  above  200. 
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Continued  From  page  20 

During  a  home  visit  on  1 1/20/07  at  7:00  AM,  the  ■ 
blood  sugar  log  (maintained  by  the  patient)  was 
reviewed.  The  patient  stated  he  tests  his  blood 
sugars  "Lhree  (3)  times  a  day". 

The  log  documented  seven  (7)  blood  sugar 
readings  above  200  when  the  patient  tested  his 
blood  sugars  before  lunch  and  ten  (10)  blood 
sugars  above  200  when  the  patient  tested  his 
blood  sugars  before  dinner  from  1 1/05  -  1 1/19/07. 
'The  patient  stated  he  'did  not  get  any  insulin  at 
these  times." 

During  interview  with  the  nurse  at  7:50  AM,  the 
nurse  stated  that  she  was  going  to  "take  the 
information  from  the  log  to  the  Diabetic 
Consultant  and  review  them  with  her". 

The  nurse  failed  to  inform  the  physician  of  these 
elevated  blood  sugars  and  case  conference  with 
the  supervisor  to  ensure  that  the  patient  received 
the  insulin  coverage  as  ordered  on  the  plan  of 
Care. 

During  an  interview  with  the  Director  of  Diabetes 
Education  on  1 1/21/07  at  8:45  AM,  the  Educator 
did  "not  recall"  consulting  with  the  nurse  about 
this  patient. 

On  1 1/27  the  agency  provided  the  surveyor 
with  the  "Focus  Diabetic  Chart  Audit  Tool" 
dated  1 1/14/07.  'The. tool  was  completed  by  the 

Educator  and  documented:  "  Many  BS 

(Blood  Sugar)  out  of  range  for  good  control  - 
needs  to  be  reported  to  the  MJD". 

The  agency  Skilled  Nurse,  nursing  supervisor, 
and  diabetes  educator  failed  to  provide  diabetic 
management  of  rile  patient  in  accordance  with. 
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Continued  From  page  2 1 
the  Plan  of  Care. 

Patient  #10  was  admitted  to  the  agency  on 
09/19/07  with  diagnoses  of  Cellulitis  of  the  legs, 
Congestive  Heart  Failure,  Dementia,  Diabetes 
Mellitus  Type  II,  and  Depressive  Disorder. 

The  Plan  of  Care  dated  09/19  -  1 1/17/07  orders: 
Skilled  Nursing  (SN)  two  (2)  x  day  sixty  (60)  to 
apply  Lotrisone  to  write  lower  extremity. . .  weigh 
client  weekly  times  four  (4)  weeks  and  then  every 
month  ...  and  monitor  Finger  stick  blood  sugar 
readings  every  other  week. 


The  clinical  record  documents  a  physician  order 
dated  10/09/07  to  "apply  Lotrisone  to  groin  and 
rectal  area  twice  a  day  (BID)  for  fourteen  (14)  days, 
start  on  09/22/07  and  discontinued  on 
10/06/07". 


The  nursing  visit  notes  lacked  documentation  that 
treatmeni  was  rendered  according  to  the  Plan  of 
Care  and  physician's  order.  The  nurse  failed  to 
documenc'treatmcnt  10  the  groin  and  rectai  area  on 
visit  dates  of  09/20  PM,  09/25  AM,  09/25  PM, 
09/26  PM,  and  10/04/07  PM. 

On  09/30/07,  the  nurse  visited  once  to  administer 
wound  care  treatment.  The  clinical  record  lacked 
documentation  that  the  physician  was  notified  of 
the  agency's  failure  to  provide  care  in  accordance 
with  the  Plan  of  Care. 

Interview  with  the  Nursing  Supervisor  on  1 1/27/07 
at  1:30  PM,  the  supervisor  stated  that  "there  has 
been  shortage  of  nursing  and  coverage  is 
especially  difficult  on  weekends  due  to  staffing 
issue." 
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Coniinued  from  page  22  ■ 
Further  review  of  the  clinical  record  lacked 
assessment  of  the  patient's  weight  weekly  for  four 
(4.)  weeks  and  then  monthly  for  visits  of  09/19  - 
1-1/06/07  as  per  the  Plan  of  Care,  The  patient 
has  a  diagnosis  of  Congestive  Heart  Failure  and 
is  on  diuretic  treatment  of  Lasix  20mg  PO  (by 
mouth)  daily  since  the  start  of  care  of  91 1 9/07. 
The  visit  notes  documented  that  the  patient  had 
"persistent  peripheral  edema  2+  of  the  lower 
extremities  "  and  required  the  increase-  of  the 
diuretic  on  10/03/07  to  Lasix  40mg  PO  daily. 
The  clinical  record  lacked  documentation  of  the 
assessment  of  the  patients  weight  as  per  the  Plan 
of  Care. 

Interview  with  the  Nursing  Supervisor  on  1 1/27/07 
at  1 :30PM,  the  Supervisor  could  provide  no 
further  information  or  explanation. 

Further  review  of  the  clinical  record  lacked 
assessment  of  the  patient's  blood  sugar  as  per 
the  Plan  of  Care  which  ordered  the  SN  to  perform 
fingcrsiick  blood  sugar  testing  every  other  week 
(QOW).  The  clinical  record  lacked 
documentation  of  the  fingerstick/blood  sugar 
levels  for  nursing  visit  dates  of  09/19-10/08/07. 
The  patient  is  on  oral  glycemie  agent  of  Ayandia 
4mg  PO  daily  since  start  of  care  of  09/1 9/07, 

Interview  with  the  Nursing  Supervisor  on  1 1/27/07 
at  1 :30PM,  the  Supervisor  could  provide  no 
further  information  or  explanation. 

Upon  submission  of  the  certified  record  to  the 
Central  Islip  DOH  office  on  12/06/07,  the  agency 
provided  Supplemental  Documentation  of  a 
"Diabetic  Flow  Sheet"  listing  fingerstick  levels  for 
the  months  of  8/07  -1 1/07,  This  flowsheet  is 
maintained  in  the  ACF  and  was  not  available  at 


■  FORM  CMS-2567  (02-99)  Previous  Versions  Obsolete 


ID 
PREFIX 
■  TAG 


G  158 


PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  HE 
CROSS-REFERENCED  TO  "HIE  APPROPRIATE 
DEHENCY) 


(X5) 
COMPLETION 
DATE 


-a) 


Event  ID:  tRUtt     Facility  ID:  4706A 


If  continuation  sheet  Page  23  of  89 
Amended  x  t 


DEPARTMENT  OF  HEALTH  AMD  HUMAN  SERVICES 
CENTEKS  ivOR  MEDICARE  AND  MEDICAID  SERVICES 


PRINTED:  12/26/2007 
'  FORM  APPROVED 
OMB  NO.  0938-0931 


STATEMENT  Ol'-'  DKHUENCIES 
.-AND  PLAN  Ol7  CORRECTION 


(XI)  I'ROVIDKR/SUI'1'UER/CLIA 
IDENTIFICATION  NUMBER: 

337301 


(X2)  MUL'ni'LE  CONSTRUCTION 

A.  BUII  .DING   

B.  WING  :  


NAMF.  OF  PROVIDER  OR  SUPPLIER 

AMERICARE  CERTIFIED  SPECIAL  SERVICES  SUB-UNIT 


(XI)  ID 
PREFIX 

TAG 


G  158 


SUMMARY  STATEMENT  OF  DKFfENClES 
(  EACH  DEFIENCY  MUST  BE  PRECEEDED  BY  PULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


Continued  From  page  23 
time  of  survey. 

A  telephone  call  was  placed  to  the  agency  on 
12/17/07  at  10  AM  and  12:45  PM  to  request  a 
copy  of  the  agency  Policy/Procedure  on  the  use 
of  the  logs/flow  sheets  by  agency  staff  which  are 
left  in  the  ACE.  The  DPS  returned  the  call  on 
12/17/07  at  1PM  and  stated  she  would  look 
the  policy  and  call  back. 

The  agency  faxed  the  agency's  Adult  Care  Facility 
Diabetes  Patient  Care  Plan  of  Protocol  which  was 
not  dated  to  the  Central  Islip  office  on  12/17/07. 
The  Protocol  documents  on  page  2  "Nurses  or 
pa.tient/earegiver  will  complete  the  Monthly  Blood 
Sugar  Montoring  Log  with  available  blood  sugars 
and  submit  a  copy  each  month  for  the  patients 
record." 

Patient  #3  was  admitted  to  the  agency  on 
02/16/07  with  diagnoses  of  Coronary 
Atherosclerosis,  Congestive  Heart  Failure,  Lower 
Leg  injury,  and  Hypertension. 

The  Plan  of  Care  dated  10/14-  12/12/07  orders: 
Skilled  Nursing,  2  Day  60  (twice  daily  for  60 
days)  to  administer  wound  care  to  left  icg  and 
home  health  aide  (ITHA)  services  were  ordered 
five  (5)  days  per  week  x  two  (2)  hours  a  day  x 
nine  (9)  weeks. 

The  clinical  record  lacked  documentation  of 
Skilled  Nursing  visits  on  10/14-  10/19  AM  and 
PM  visits,  10/20  AM  visit,  10/22-10/23  AM 
visits.  10/24-  10/29  AM  and  PM  visits,  10/30- 
10/31  PM  Visits.  1 1/02  and  1 1/04  PM  visits,  and 
11/10  AM  visit. 

The  clinical  record  also, lacked  aide  activity  sheets 
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Continued  From  page  24 
From  10/11-10/22/07. 

On  1 1/27/07  the  Director  of  Patient  Services  was 
unable  to  provide  documentation  for  the  missed 
visits. 

The  clinical  record  lacked  documentation  of  an 
explanation  for  the  missed  SN  visits,  lack  HHA 
service  from  10/1 1-10/22/07,  and  documentation 
that  the  physician  was  notified  of  the  agency's 
failure  to  provide  care  in  accordance  with  the  Plan 
of  Care. 

Upon  submission  of  the  certified  record  to  the 
Central  Islip  on  12/06/07,  the  visit  notes  for  10/28 
PM,  11/04  AM,  11/10  PM,  and  11/15/07  AM  were 
submitted  in  a  supplemental,  folder.  (Refer 
G236). 

Patient  #6  was  admitted  to  the  agency  on 
03/31/05  with  diagnoses  including  Schizophrenia, 
Diabetes  Mellitus,  and  Chronic  Airway 
Obstruction. 

The  Plans  of  Care  dated  09/17/07  -  01/14/08 
documents  orders  for  the  nurse  to  monitor  the 
patient's  weight  monthly  and  ..symptom 
management  hydration/nutrition  status". 

The  nurse's  visit  notes  lacked  documentation  of  a 
weight  for  the  patient  in  October  2007.  The 
nurse  documented  on  10/3 1/07  that  "thin  lady 
appears  to  be  wasting  away  " 

During  interview  on  1 1/27/07  at  1 1  ;30  AM  with  (lie 
Nursing  Supervisor  on  the  case,  the  supervisor 
stated  that  the  weight  for  October  was  "probably 
1 13  pounds"  which  was  noted  in  the  Progress 
Note  dated  1 1/08/07. 
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It  should  be  noted  that  this  was  a  six  (6)  pound 
weight  loss  and  that  the  nursing  visits  consistently 
documented  that  the  visits  to  this  patient  were  10 
-15  minutes  in  duration.  (Refer  GI76) 

Patient  #17  was  admitted  to  the  agency  on 
10/18/07  with  the  diagnoses  of  Open  Wound  of 
the  Lower  Extremity  and  Organic  Brain 
Syndrome. 

The  Plan  of  Care  dated  10/18-12/16/07  orders: 
Skilled  Nursing  Visits  to  perform  Normal  Saline 
Wet  to  Dry  dressings  twice  a  day. 

The  clinical  record  lacked  documentation  of 
wound  care  provided  on  1 1/10/07  either  in  the  AM 
or  PM.  (1 1/10/07  was  a  Saturday.) 

The  "Missed  V  isit  Report"  dated  1 1/1 8/07 
documents  that  a  visit  was  missed  on  1 1/1 8/07 
due  to  "staff  unavailable".  The  report.  lacks 
documentation  if  the  AM,  PM,  or  both  visits  were 
missed. 

The  findings  were  reviewed  on  1 1/27/07  at  1 1:30 
AM  with  the  DPS  of  Wcstbury,  the  DPS  of 
Brooklyn  who  was  appointed  by  the  parent 
agency  to  deal  with  Department  of  Health  issues, 
and  the  Nursing  Supervisor  and  no  explanation  or 
additional  information  was  provided. 

Patient  #9  was  admitted  to  the  agency  on . 
09/05/07  with'  the  diagnoses  of  Mental 
Retardation  and  Hypertension. 

The  Plans  of  Care  dated  from  the  start  of  eare 
orders:  Home  Health  Aide  (HHA)  services  and 
included  the  order  for  the  HHA  to  weigh  the 
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patient  monthly. ' 

The  "Aide  Plan  of  Care"  dated  09/05/07 
documents  directions  for  the  HHA  to  weigh  the 
patient.  The  HHA  activity  sheets  dated  09/13  - 
10/27/07  lacked  documented  evidence  that  the 
HHA  weighed  the  patient  as  per  the  Plan  of  Care. 

The  findings  was  reviewed  on  1 1/27/07  at  11:00 
AM  with  the  DPS  of  Westbury  and  the  DPS  of 
Brooklyn,  the  DPS  of  Westbury  stated  that  the 
"nurses  usually  weighs  the  patient  and  the  Plan  of 
care  needed  to  be  reviewed  with  the  physician". 

Patient  #8  was  admitted  to  the  agency  on 
10/18/07  with  diagnoses  including  Diabetes 
Mellitus,  Long  Term  Use  of  Insulin,  Chronic 
Airway  Obstruction,  Schizophrenia  and 
Hypertension. 

The  Plans  of  Care  dated  10/18-1 2/26/07  orders: 
Home  Health  Aide  (HHA)  services  five  (5)  days  a 
week  x  one  (1)  hour  a  day  for  assist  /supervise 
personal  care,  Activities  of  Daily  Living,  ensure 
safety  and  hygiene  and  report  any  status  changes 
to  Registered  Nurse  (RN). 

From  10/18  -  10/31/07,  the  clinical  record  lacked 
documentation  of  the  patient  receiving  HHA 
services. 

On  1 1/26/07  at  2:30PM,  the  Administrative  staff 
were  informed  of  the  survey  findings  and  were 
given  an  opportunity  to  provide  an  explanation  . 
On  1 1/27/07,  the  Nursing  Supervisor  could  not 
provide  an  explanation  for  the  delay  of  HH  A 
services. 

Patient  #1 1  was  admitted  to  the  agency  with  . 
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diagnoses  including  Schizophrenia,  Diabetes 

Mellitus  Type  11,  and  Hypertension. 

The  Plans  of  Care  dated  08/15-10/13/07  and 
10/14-12/12/07  orders:  Skilled  Nursing  every 
other  week  to  assess  weight  monthly,  and  assess 
medication  regime,  and  supervise  the  aide  every 
two  (2)  weeks. 

The  clinical  record  lacked  documentation  that  the 
SN  monitored  the  patient's  weight  form  08/07  - 
1 1/05/07.  the  SN  visit  notes  consistently  ' 
documented  the  patient  had 
3  +  edema  of  the  lower  extremities,  yet  the  SN 
failed  to  weigh  the  patient  during  the  visits  as  per 
the  Plan  of  Care. 

During  interview  with  the  Nursing  Supervisor  on 
1 1/27/07  at  approximately  1 :40TM.  the  Nursing 
Supervisor  acknowledged  the  findings. 

Patient  #5  was  admitted  to  the  agency  on 
10/04/05  with  the  diagnoses  including  Diabetes 
Mellitus  Type  II  and  Hypertension. 

The  Plan  of  Care  dated  09/24-1 1/22/07  ordered 
The  SN  to  weigh  the  client  every  month  and  report 
to  MD  ten  (10)  lbs  (pounds)  weight  gain  or  loss. 

On  09/19/07,  the  SN  visit  note  documented  the 
patient's  weight  as  207  pounds.  On  1 1/05/07,  the 
SN  visit  note  documented  the  patient's  weight  as 
207  pounds. 

The  record  lacked  documentation  of  the  patient's 
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weight  for  the  month  of  October  2007. 

The  record  lacked  documentation  to  explain  why 
the  nurse  did  not  weigh  the  patient  as  per  the 
Plan  of  Care, 

During  interview  on  1 1/26/07  at  2: 10  PM  with  the 
Nursing  Supervisor  and  the  DPS,  the  agency's 
staff  provided  no  further  information  or 
explanation. 

484. 1 8(a)  PLAN  OF  CARE  ■ 

The  plan  of  care  developed  in  consultation  with  the 
agency  staff  covers  all  pertinent  diagnoses, 
including  mental  status,  types  of  services  and 
equipment  required,  frequency  of  visits, 
prognosis,  rehabilitation  potential,  functional 
limitations,  activities  permitted,  nutritional 
requirements,  medications  and  treatments,  any 
safety  measures  to  protect  against  injury, 
instructions  for  timely  discharge  or  referral,  and 
any  other  appropriate  items. 

This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  clinical  record  review  and  staff 
interview,  the  agency  continued  to  fail  to  develop 
a  complete  and  comprehensive  Plan  of  Care  for 
all  patients.  This  was  evident  for  eight  (8)  of 
nineteen  (19)  records  reviewed  and  one  (1)  of 
eight  (8)  home  visits  (HV).  (Patients  #2,  #4,  #6  , 
#7,  #10,  #14,  HV,  #16.  and  #18). 

This  is  a  repeat  deficiency  from  the  complaint 
survey  of  06/04/07. 

The  agency's  continued  failure  to  develop  a 
complete  and  comprehensive  Plan  of  Care  places 
the  patients  at  risk  for  not  having  their  needs  met 
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G  159  Plan  of  Care  (Standard) 
Monitoring: 

Supervisory  staff  will  make  weekly  visits  to  ttie 
ACFs  to  evaluate  the  actual  staff  practices,  and  to 
ensure  the  TOT  is  being  adhered  to  and  changes  are 
noted  timely.  The  Supervisor  is  responsible  to  , 
review  and  initial  the  POT/re-cert  for  completeness. 
Based  on  the  Supervisory  visit/review  findings  in- 
service  education  will  he  arranged  &  provided. 
Nurses  will  be  required  to  come  into  tilt;' office,  as 
needed  to  update  clinical  records. 

Systemic  Change  Initial  FOTVKe-Certx  Process: 

The  Wtstbury  olTkc  has  developed  a  POT/485 
worksheet  (See  attachment  #  1 9)  to  be  completed  by 
the  ACFRN,  the  ACF  RN  submits  the  completed 
worksheet  to  the  Supervisor  Assistant.  The 
Supervisor.  Assistant  data  (inters  the  information  into 
(he  computer,  prints  a  copy  and  the  designated 
Nursing  Supervisor  for  that  ACF  nurse,  reviews, 
clarifies  and  approves  (initials)  the  POC/485.  If 
revisions  are  needed  the  ACF  nurse  is  contacted  and 
comes  into  the  office  to  make  the  needed 
corrections.  Once  the  Supervisor  approves  she  will 
print  a  copy  and  initial  it.  The  copy  is  then  given  to 
the  SnpeA'isor  Assistant  for  mailing. 

In  the,  Suffern  Office  die  ACF  muse  data  enters  the 
information  into  the  computer.  The  designated 
Nursing  Supervisor  for  that  ACF  nurse,  ievicws, 
clarifies  and  approves  the  POCM85  via  computer.  If 
revisions  are  needed  the  ACF  nurse  is  contacted  and 
makes  the  needed  corrections  within  the  computer. 
Once  the  Supervisor  approves  she  will  print  a  copy 
and  initial  it.  The  copy  is  then  given  to  the 
Supervisor  Assistant  for  mailing. 
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and  possible  negative  patient  outcomes. 

The  findings  include: 

Patient  #14  (HV)  was  admitted  to  the  agency  on 
05/17/07  with  diagnoses  including  Diabetes 
Mellitus  and  Psychosis. 

The  Plans  of  Care  dated  from  the  start  of  care  to 
01/04/08  lacked  blood  sugar  parameters  for  this 
patient  who  tests  his  blood  sugars  three  (3)  times 
a  day. 

The  findings  were  reviewed  with  the  agency 
Director  of  Patient  Services  (DPS)  on  1 1/27/07  at 
1 1 :00AM.  The  DPS  acknowledged  that  an 
interim  order  for  parameters  was  not  obtained 
until  1 1/15/07. 

During  the  home  visit  on  1 1/20/07  at  7  AM,  the 
patient's  blood  sugar  log  documented  sixteen  (16) 
blood  sugar  reading  over  200  for  (lie  two  (2) 
afternoon  testing  from  1 1/05-1 1/19/07  with  no 
documentation  of  follow  up.  The  Plan  of  Care 
also  lacked  an  order  stating  that  the  patient  tests 
his  blood  sugars  three  (3)  times  a  day.  (Refer 
GI73  and  G176) 

Patient  #18  was  admitted  to  the  agency  on 
10/25/07  with  diagnoses  of  Cellilitus  and 
Depressive  Disorder. 

The  Plan  of  Care  dated  1 0/25- 1 2/23/07  ordered 
the  Skilled  Nurse  (SN)  to  supervise  the  Home 
Health  Aide  (HHA)  every  two  (2)  weeks.  The 
Plan  of  Care  lacked  specific  orders  for  the  Home 
Health  Aide  service  to  be  provided. 

On  1 1/26/07  at  2:30  PM,  the  administrative  staff 
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Responsible  Person: 

DPS  for  each  branch  office  will  provide  oversight 
and  responsihle  to  enforce  regulation.  DPS  will 
report  to  tile  Adminisirator/Goveming  Body  on  a 
weekly  basis.  Aincricare  CSS 
Adniinistrator/Govemins  Body  will  ensure  that  the 
required  education  and  m-services  take  |>laee  and 
the  Agency's  have  the  continued  suppuil  to  resolve 
all  identified  deficiencies  and  prevent  any 
reoccurrences  of  deficient  practices.  The 
Administrator  will  report  her  findings  to  the  VP  of 
Operations/Governing  Board. 


upcruuons/ooverning  Boara.  ,  , 
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were  informed  of  the  survey  findings. 

On  1 1/27/07  the  agency  provided  a  Physician 
Supplemental  Order  dated  1 1/24/07  for 
certification  period  10/25-12/23/07,  which 
documented  "Please  note  omission  of  HHA 
(Home  Health  Aide)  services  on  10/25/07  485,  Pt 
(patient)  with  HHA  services  as  of  SOC  10/25-7D 
x  2H  x  9  weeks  to  assist  with  personal,  ADL 
(Activities  of  Daily  Living)  care  ".  The  order  also 
included  medieatioas  which  were  left  out  from  the 
485  dated  1 0/25- 1 2/23/07  which  were 
Multivitamins  wilh  Minerals.  Aspirin,  Lidoeaine, 
Folic  Acid.  Thymine  HCA.  Keflex  and  Rcgranex 
Ointment. 

Patient  #6  was  admitted  to  the  agency  on 
03/3 1/05  with  diagnoses  of  Schizophrenia, 
Diabetes  Mellitus,  and  Chronic  Airway 
Obstruction. 

The  Plan  of  Care  dated  1 1/16/07-01/14/08 

ordered  "SN  every  other  week  to  finger  stick 

every  other  week". 

The  Plan  of  Care  lacked  any  parameters  of  the 
blood  sugars  to  ensure  physician  notification. 

The  Plans  of  Care  contain  conflicting  information 
regarding  the  patient's  diet.  The  Nutritional 
Requirements  are  documented  as  NCS  (No 
Concentrated  Sweets)  yet  the  SN  tasks  document 
A  "ADA  1 800  calorie  diet." 

The  findings  were  reviewed  with  the  DPS  of 
Westbury,  the  DPS  of  Brooklyn  who  was 
appointed  by  the  parent  agency  to  deal  with 
Department  of  Health  issues;  and  the  supervisors 
on  1 1/27/07  at  1  1:15  AM.  No  explanation  was 
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Provided  for  the  incomplete  Plan  of  Care. 

Patient  #10  was  admitted  to  the  agency  on 
9/19/07  with  diagnoses  of  Cellitus  of  the  Legs, 
Congestive  Heart  Failure,  Dementia,  Diabetes 
Mellitus  Type  II,  and  Depressive  Disorder. 

The  Plans  of  Care  (POC)  dated  09/ 19-11/1 7/07 
and  1 1/18/07  -01/15/08  lacked  blood  pressure  ' 
parameters  although  the  patient  is  on  the 
antihypertensive  medications  of  Toprol,  Vasotec, 
and  a  diuretic  of  Lasix. 

During  interview  with  the  Nursing  Supervisor  on 
1 1/27/07  at  1:15PM,  the  Supervisor  could  not 
provide  any  information  or  explanation. 

Patient  #16  was  admitted  to  the  agency  on 
06/09/07  with  the  diagnoses  including  Glaucoma 
and  Schizoaffective. 

The  Plans  of  Care  dated  08/08- 1 0/06/07  and 
10/07-12/05/07  ordered  the  medication  "Haldol 
Decanoate  lOOmg/ml  ampule  200mg 
intramuscular;  every  4  (four)  weeks". 

The  Plans  of  Care  failed  to  specify  the 
responsible  staff  person  to  administer  the 
injectable  medication. 

On  1 1/26/07  at  2:00PM  the  Nursing  Supervisor, 
the  DPS  of  Brooklyn  and  the  DPS  of  Westbury 
were  informed  of  the  findings.  The  agency's  staff 
were  not  able  to  provide  information  on  who  was 
the  responsible  staff  member  to  administer  the 
injectable  medication. 

On  1 1/27/07  at  1 :30PM,  the  agency's  staff 
presented  to  the  surveyor  a  "Progress  Note"  that 
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was  signed  and  dated  "1 1/27/07"  by  the  nurse. 
The  note  was  faxed  to  the  agency  from  the  Audit 
Care  Facility  (ACT)  on  L 1/27/07  at  8:56  AM. 

The  progress  note  documented,  "For  the 
certification  period  of  08/08/07  -  10/06/07,  elient 
received  Haldol  Dccanoate  injections  from  the 
Dutchess  County  Mental  Health  Program  Dr. 
(Doctor)  and  R.N.  (Registered  Nurse).  They 
report  she  has  been  compliant  and  tolerates- the 
medication  well". 

Patient  #4  was  admitted  to  the  agency  on 

1 0/06/06  with  the  diagnosis  including  Diabetes 

Mellitus  Type  II. 

The  Plans  of  Care  dated  08/02-09/30/07  and 
10/01-1 1/29/07  ordered  Insulin  sliding  scale 
coverage  as  "Novolin-R/Humulin  10ml  vial 
coverage  subcutaneous;  daily  180-200  =2units, 
201-250=4units,  251-300  =  6units" 

The  "  Diabetic  Flow  Chart"  that  is  retained  in  the 
ACF  documented  from  "08/10/07  to  1 1/19/07"  the 
Insulin  sliding  scale  coverage  as  'Novolin  Reg 
coverage:  180-200=2units,  201-250=4units, 
25l-300=6units,  30l-350=8units,  351-400= 
lOunits" 

The  additional  Insulin  coverage  for  the  Blood 
Sugar  test  results  of  301  to  400  were  not  included 
in  the  Plans  of  Care. 

The  "Diabetic  Flow  Chart"  forms  were  faxed  to 
the  agency  from  the  ACF  on  1 1/20/07  at  7:47  AM. 

During  an  interview  on  1 1/26/07  at  1 :30  PM  with 
the.  Nursing  Supervisor  and  the  DPS,  the 
agency's  staff  could  not  provide  any  further 

G  159 
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Information  or  explanation. 

On  1 1/27/07  at  1 1:15AM.  the  agency's  staff 
presented  to  the  surveyor  "Physician 
Supplemental  Orders"  signed  and  dated  by  the 
nurse  on  12/28/0?  (the  date  is  not  clear),  effective 
"12/29/05.  The  order  from  was  faxed  to  the 
ageney  from  the  ACFon  1 1/26/07  at  5:57PM. 

The  second  order  form  signed  by  the  nurse  and 
not  dated  for  the  "eertifieation  period  10/01/07  to 
1 1/29/07"  was  faxed  to  the  agency  from  the  ACF 
on  11/24/07  at  8:11  PM. 

Both  order  forms  documented  the  Insulin  sliding 
scale  for  the  Blood  Sugar  test  results  from  180  to 
400. 

The  agency  staff  could  not  provide  an  explanation 
for  the  agency's  failure  to  ensure  that  the  Plans  of 
Care  arc  complete  and  comprehensive  for  the 
Diabetic  management  of  this  patient.  . 

Patient  #2  was  admitted  to  the  ageney  on 

1 1/1/05  with  the  diagnosis  including  Diabetes 

Mellitus  Type  IT. 

The  Plan  of  Care  dated  10/22-12/20/07  ordered 
"Flarcx  0.1%  drops  susp  (suspension) 
ophthalmic;  2  (two)  times  daily  apply  lo  both  eyes 
BID  PRN  (twice  a  day  and  as  needed)  for  dry 
eyes". 

The  Plan  of  Care  documents  that  this  is  a  "new 
medication  for  the  patient". 

The  Plan  of  Care  failed  to  specify  the  amount  of 
drops  to  be  administered  to  each  eye  and  the 
responsible  person  to  administer  the  eye  drops. 
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■  > 

During  interview  on  1 1/26/07  at  i  :30  PM  with  the 
Nursing  Supervisor  and  the  DPS.  the  agency's 
staff  acknowledged  (he  survey  findings. 

On  1 1/27/07  at  1 1 : 1  SAM  the  agency  staff 
presented  "Supplemental  Physician  Orders" 
signed  and  dated  by  the  nurse  on  "  1 1/26/07".  The 
order  form  was  faxed  to  the  agency  from  the  ACF 
on  11/27/07  at  10:19  AM. 

The  order  form  documents  "effective  dates  of 
service:  10/22/07.  certification  period:  10/22/07  to 
12/20/07"  and  under  the  section  titled  as  "other: 
Clarification  on  Flarex  .1%  ophthalmic  GTT 
(drops).  Pt  (patient)  is  self -administering  Flarex 
1%  1  (one)  gtt  to  both  eyes  BID  (twice  a  day)  for 
dry  eyes". 

The  agency's  staff  could  not  provide  an 
explanation  for  the  agency's  failure  to  ensure  that 
the  Plan  of  Care  is  complete  and  comprehensive 
regarding  the  patient's  eye  drops  administration. 

Patient  #7  was  admitted  to  the  agency  on 
05/19/07  with  a  diagnoses  of  Diabetes  Mellitus 
"l'ypc  II.  Schizoaffective  Disorder,  and 
Hypertension. 

The  Plans  of  Care  dated  09/16-1 1/14/07  and 
1 1/15/07-01/13/08  documents  orders  for:  Skilled 
Nursing  for  fingerstick  blood  sugar  testing  and  to 
administer  Insulin. 

The  Plan  of  Care  lacked  on  order  for  blood  sugar 
parameters  for  dates  of  service  09/ 1 6/07- 
01/13/08. 

During  an  interview  with  the  Director  of  Patient 
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Services  (DPS)  on  1 1/27/07  at  9:30  AM.  the  DPS 
provided  the  surveyor  with  a  "Physician 
Supplemental  Orders'"  dated  1 1/27/07  which 
indicates  an  omission  of  fmgerstick  parameters 
on  the  485  and. blood  sugar  parameters  of  <60> 
400  (less  than  60  greater  than  400),  to  notify 
physician. 

484.18  (c  )  CONFORMANCE  Wi  lli  PHYSICIAN 
ORDERS 

Drugs  and  treatments  are  administered  by 
agency  staff  only  as  ordered  by  the  physician. 

This  STANDARD  is  not  met  a$  evidenced  by: 
Based  on  clinical  record  review,  home  visits, 
review  of  the  agency's  Policies/Procedures  and 
staff  interview,  the  agency  failed  to  ensure  that 
medications  and  treatments  were  provided  as 
ordered  in  eleven  ( 1 1 )  of  eighteen  ( 1 8)  records 
reviewed  and  six  (6  )  of  eight  (8)  home  visits  (HV). 
(Patients  #1HV,  #3HV,  #4HV,  #5HV,  #6,  #10,  #13. 
#14HV,  #16,#17HV,  and  #19) 

The  agency's  failure  to  provide  medication  and 
treatments  as  ordered  by  the  physician  resulted  in 
missed  visits/Insulin  doses  and  poor  Diabetic 
management  for  Patients  #1  HV  and  #14  HV  and 
places  all  patients  at  risk  for  poor  quality  care  and 
the  potential  for  poor  patient  outcomes. 

Findings  include: 

Refer  G 1 56,  G158,  G 1 59,  G 168,  G 173,  and 
G176. 
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(.■  165  Conformance  with  Physicians 
Orders  (Standard) 

Staff  Edttciiikin;  All  Nursing  staff  will  be 
in-serviced  regarding  (lie  Plan  of  Correction 
Statement  of  Deficiencies  &  Action  Plan. 
Wesiburv  Jan.  10,  200$  &  Stiffen!  Jan.  16. 
2003. 


Monitoring:  Ameticare  CSS  -Supervising 
StalT  will  be  visiting  all  the  Ariull  Can: 
facilities  on  a  weekly  basis.  The  purpose  of 
these  visits  is  to  ensure  that  services, 
medication  and  treatments  are  being 
rendered  in  accordance  to  the  patient's 
POT.  The  Supervisory  staff"  will  provide 
Onsile  over  site  of  nursing  and  home  health 
aide  staff,  clarify  patient  issues,  prablem- 
stilve  and  case  conference  patients  as 
required. 


System  to  measure  effectiveness: 

1 .  On  a  monthly  basis  American:  CSS 
will  obtain  a  copy  of  the  TOT/485  & 
Adult  Care  Facility  medication  ■ 
administration  lvcoid  (MAR)  for  all 
active  patients  (inclusive  of  patients 

■    fll,#3.#4.(/5.#6,  #10.  #D,'#l4.#lf>. 

2,  The  nurses  will  check  the  MAR 
against  the  ACF  administration  record 
on  weekly  basis  for  changes  to 
medication  regime  via  consultation 
with  ACF  staff. 
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3.  On  a  monthly  basis  die  Americare 
Supervisors/QI  will  check  the  ACF 
MAR  against  the  MD  orders  (485). 
and  the  Medication  Profile  in  the 
clinical  ivcord.  This  will  be  evidenced 
by  documentation  from 

MAR/485/Muiication  Profile 
audit  took  (See' attachment  fr 
13).  Changes  will  be  verified 
with  the  MD  as  evidenced  by  an 
interim  order. 

4.  '    American:  Supervisory  staff  will 

provide  weekly  oversight  of  the 
Amerkare  nurses  to  ensure  that 
medication,  and  treatments  are 
rendered  in  accordance  lo  the  POT 
and  changes  are  timely  noted  evidence 
by  interim  orders. 

5.  The  Supervisor/QL'DPS  will  be 
conduct  clinical  record  audits  on  a 
quarterly  basis  to  ensure  that  deficient 
practices  do  not  continue.  Results  of 
these  audits  will  be  repotted  to  the 
Professional  Advisory 
Commillec/Board 

Administrator/Governing  Body  on  a 
quarterly  basis.  ~~ 

Responsible  Person;  DPS  for  each  branch 
office  will  provide  oversight  and 
responsible  to  enforce  regulation,  DPS  will 
report  to  the  Admtnistralor/Governiny  Body 
on  a  weekly  basis.  American:  CSS 
Administrator/Governing  Body  will  ensure 
that  the  required  /      //    .  /  n 

Governing  Authority 
involvement/oversight  to  ensure  the 
agency's  compliance:  DPS  for  each  branch 
office  will  provide  oversight  and 
responsible  to  enforce  regulation. 

1 .  DPS  will  report  tracking  &  trending 
results  to  die 

Administrator/Governing  Body  on  a 
weekly  basis. 

2.  Americate  CSS 
Administrator/Governin;;  Body  will 
ensure  that  the  requited  education  and 
in-serviccs  take  place  and  the 
Agency's  have  the  continued  support 
-lo  resolve  all  identified  deficiencies 
and  prevent  any  reoccurrences  of 
deficient  practices. 
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Skilled  Nursing  Services  Continued  From  page  36 
This  CONDITION  is  nor  met  as  evidenced  by: 
Based  on  record  review,  review  of  agency  1 
Policies/Procedures,  home  visits  (HV),  and  staff 
interviews,  the  agency's  Skilled  Nurse  (SN)  failed 
to: 

Ensure  that  the  patient  has  access  to  information 
on  the  Patient  Rights 

l^olect  patient  confidentiality 

Provide  patient  services  in  accordance  with 
patient  Plans  of  Care 

Ensure  development  and  revision  of  patient  Pians 
of  Care  as  necessary 

Ensure  effective  coordination  of  patient  services 

Provide  instruction  education  to  patient/Adult 
Care  Facility  (ACF)  staff 

Submit  SN  visit  notes 

Provide  effective  case  management  and  Diabetic 
'Educator  consultation 

Adequately  assess  patient  conditions  and  notify 
the  physician  of  changes  in  the  patient  needs  and 
condition 

Adhere  to  agency  Policies  and  Procedures 

This  was  evident  for  eighteen  (1 8). of  nineteen 
(19)  clinical  records  reviewed  and  five  (5)  of  eight 
(8)  home  visits. 

The  findings  include: 


G  168 


.i,     :i1ie  Administrator  has  ultimate  responsibility 
to  ensure  that  Wcslbury  &  Sufftrn: 

•  Develop  a  complete  and  comprehensive 
Plan  of  Cart 

•  Provide  care  in  accordance  with  the  Plan 
of  Care  ' 

•  Revise  the  patient's  Plan  of  Care  w 
needed 

•  Ensuit  effective  coordination  of  patient 
services  '  ■ 

•  Provide  instruction  to  the  patient  and 
Adull  Ciiie  Facility  staff 

•  Adhere  to  the  agency. 
Policies/Procedures 

•  ,    Implement  the  corrective  actions. for  the 

.Statement  of  Deficiencies  for  the 
Complaint 
Survey  of  06/04/07. 

4.  ■  litis  will  be  achieved  by  performing  ongoing 

Performance  Improvement/Quality  Assurance 
clinical  record  audits  on  a  quarterly  basis. 
Results  of  these  audits  will  be  repotted  to  the 
01  Director/  Ql  Committee/  Professional  ■ 
Advisory  Board 

5.  American:  CSS  Administrator  will  ensure  that 
the  required  education  and  in-serviccs  take 
phec  and  the  Agency's  have  the  continued 
support  to  resolve  all  identified  deficiencies 
and  prevent  any  reoccurrences  of  deficient 
practices.  The  Administrator  will  report  her 
findings  to  the  VP  of  Operations/Governing 
Board. 

•  Westbury  Jan  10,  2008  &.  ongoing 
as  needed 

•  Stiffern  Jan  16,  2008  &  ongoing  as 
needed 

VP  of  Operations  is  ultimately  responsible  to  ensure 
the  ACFs  are  appropriately  staffed  and  operating  in 
.iccordance  to  the  all  Federal  and  State  regulations 
governing  home  can;.    /  /        /  I 
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Continued  From  page  37 
ReferG101.G121.G145.  G158.  G159,  G173. 
G 1 76.  G229,  and  G236  for  examples. 

The  cumulative  effect  of  the  failure  of  the  nursing 
staff  to  provide  appropriate  nursing  care  to  the 
special  needs  population  of  patients  with 
secondary  diagnoses  involving  mental  health,  the 
mentally  retarded,  and/or  the  dcvclopmcntally 
disabled  that  preclude  their  independence  in  the 
activities  of  daily  living  serviced  by  the  agency 
resulted  in  missed  visits/Insulin 
administration  and  poor  oversight  of  patients 
requiring  Diabetic  management  (Patients  #1  HV  and 
#14  HV).  poor  management  of  medications 
for  these  patients  unable  to  manage  their 
medication  regime,  and  places  all  agency  patients 
at  risk  for  unsafe  and  poor  quality  nursing  care 
with  potential  for  poor  patient  outcomes. 

484.30  (a)  DUTIES  OF  THE  REGIS'IFRED  NURSE 
The  registered  nurse  initiates  the  plan  of  care  and 
necessary  revisions. 

This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  clinical  record  review,  home  visit  (HV). 
and  staff  interviews,  the  agency  nursing  staff 
failed  to  ensure  that  the  initial  patient  Plans  of 
Care  were  initiated  and  revised  as  needed.  T  his 
was  evident  for  fourteen  (14)  of  nineteen  (19) 
records  reviewed  and  six  (6)  of  eight  (8)  honie 
visits.  (Patients  #1  HV.  #2,  #3  HV,  #4  HV.  #5 
HV.  #6.  #7,  #9,  #10,  #1 1,  #13,  #14  HV.  #16.  and 
#17  HV) 

The  agency  's  failure  to  ensure  that  the  nursing 
staff  initiared  the  patient  Plans  of  Care  and 
revised  the  Plans  of  Care  as  needed  to  meet  the 


To  ensure  lhat  atl  patients  (not  limited  to  patients 
identified  on  the  statement  of  deficiency)  axe 
receiving  appropriate  tare  and  services  the  Nursing 
Supervisor's  will  make  weekly  visits  to  the  manors 
to  ensure  the  ACF  nurses; 

•  Developing  a  complete  and 
comprehensive  Plan  of  Care  . 

•  Provide  care  in  accordance  witli  the  Plan 
of  Care 

•  Revise  the  patient's  Plan  of  Care  as 
needed 

♦  Ensure  effective  coordination  of  patient 
services 

♦  Provide  instruction  to  the  patient  and 
Adult  Care  Facility  staff 

*  Adhere  to  the  agency 
Policies/ Procedures 

The  Supervisor  s  will  submit  wetrkly  reports  to  alert 
the  DPS  of  their  findings.  Americare  DPS  is 
responsible  to  develop  and- review  the  nursing 
schedule  (a  month  in  advance)  to  ensure  services  are 
being  rendered  in  accordance  to  the  Patient's  Plan  of 
Care.  The  DPS  develops  an  iu-seivice  calendar  and 
ensures  appropriate  education  is  given  to  die  field 
nurses  based  on  the  Supervisor  findings. 

The  DPS  is  responsible  for  oversight  and  will  report 
the  findings  to  the  Administrator/Governing 
Authority  on  a  weekly  basis  and  to  the  Professional 
Advisory  Commitleu/Board  quarterly. 
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patient  needs  places  all  agency  patients  at  risk  for 

substandard  care  and  poor  patient  outcomes. 

The  findings  include: 

Patient  #1  (HV)  was  admitted  to  the  agency  on 
07/30/04  with  diagnoses  of  Diabetes  Mellitus  and 
Schizophrenia. 

The  Plan  of  Care  dated  05/1 6-07/ 14,  07/15- 
09/12,  09/13  -  1 1/1 1  and  1 1/12-01/10/08 
documented  orders  for  Skilled  Nurse  (SN)  visits 

daily  to  "  Diabetic  Regime,  S/S  (signs  and 

symptoms)  olTTypo/iiyperglycemia  causes  and 
intervention.  Foot  care/Skin  Care.  Adm  Lantus  as 
ordered  Q  (every)  am.  Regular  Insulin  Coverage 
in  AM&PM.  ...  If  B/S  (blood  sugar)  >  250." 

During  the  home  visit  on  1 1/20/07  at  7:05  AM, 
the  blood  sugar  log  was  reviewed.  The  log 
documented  that  the  patient  tests  his  blood 
sugars  "twice  a  day". 

During  a  interview  with  the  patient  during  home 
visit,  the  patient  stated  that  there  has  been 
"several  days"  that  the  Aduit  Care  Facility  staff 
"  drew  up  the  Insulin"  for  the  patient  and  he  self 
administered  the  Insulin. 

■During  the  visit,  the  patient  was  observed 
preparing  the  Lantus  Insulin  injection  with  much 
instructions  from  the  Skilled  Nurse. 

The  blood  sugar  log  and  patient  record 
documented  the  following: 

On  07/18/07  the  staff  from  ACF  dre  w  up  the 
Insulin  and  the  patient  self  administered. 


ID 
PREFIX 

TAG 


G  173 


PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE 
APPROPRIATE  DEFIENCY) 


To  prevent  deficient  practices  from  Tcoccuri'ing 
ongoing  Performance  Improvement/Quality 
Assurance  clinical  record  audits  will  be  done  by 
die  Supervisur/Ql  Nurse/DPS  on  a  quarterly 
basis.  Results  of  lliese  audits  will  lit  re|>orteil  to 
lite  QI  Director/  Qi  Committee/  Professional 
Advisory  Hoard/Committee.  -  April  14.  200S 


(X5) 
COMPLETION 
DATE 


■\M  CMS-2567  (02-99)  Previous  Versions  Obsolete 


Event  ID:  I  Rill  1     Facility  ID:  4706A 


If  continuation  sheet  Page  39  of  89 
Amended  s  1  - 


DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 
CENTERS  FOR  MEDICARE  AND  MEDICAID  SERVICES 


PRINTED:  12/26/2007 
FORM  APPROVED 
OMB  NO.  0938-0931 


STAITTMENT  OF  DEFICIENCIES 
.  <VND  PLAN  OF  CORRECTION 


(XI)  PROV1DER/SUPPLIER/CL1A 
IDENTIFICATION  NUMBER: 

337301 


(X2)  MULTIPLE  CONSTRUCTION 

A.BU1LD1NG   

■B.  WING  


(X3)  DATE  SURVEY 
COMPLETED 

12/27/2007 


NAME  OH  PROVIDER  OR  SUPPLIER 

AMERICA  RE  CERTIFIED  SPECIAL  SERVICES  SUB-UNIT 


(X4)  ID 
PREFIX 
TAG 


SUMMARY  STATEMENT  OF  DEF1ENC1ES 
(  EACH  DEFIENCY  MUST  BE  PRECEEDED  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


STREET  ADDRESS,  CITY,  STATE,  ZIP  CODE 

900  MERCHANTS  CONCOURSE  SUITE  LL-15 
WEST  BURY,  NY  1 1590   


ID 
PREFIX 
TAG 


PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
■CROSS-RFFFRENCFD  TO  THE 
APPROPRIATE  DEFIENCY) 


(X5) 
COMPLETION 
DATE 


Continued  From  page  39 
On  07/29/07  the  record  documented  "missed 
visit:  (no  staff).  It  is  unclear  whether  the  patient 
received  the  Lantus  Insulin  or  if  coverage  was 
needed.  The  record  lacked  documentation  of  a 
Blood  Glucose  reading. 

On  08/02/07  the  Blood  Sugar  was  documented 
as  "  1 72"  at  4: 1 0  PM  and  "patient  self 
administered  with  staff  assistance1'. 

On  08/05/07  the  Blood  Sugar  was  documented  as 
"269''  and  "patient  self  administered  with  staff" 
from  ACF.  The  physician  order  documented  that 
the  patient  is  to  receive  Regular  Insulin  coverage 
if  the  blood  sugar  is  above  250.  The  record  did 
not  include  documentation  that  the  patient 
received  the  Regular  Insulin  as  per  the  orders. 

The  agency  SN/Nursing  Supervisor  failed  to 
inform  the  physician  of  missed  visits  until  two  (2) 
and  a  half  months  later  when  the  agency  was  called 
by  the  Department  of  Health  regarding  a  patient 
care  issue.  The  agency  failed  to  ensure  that 
there  is  a  system  in  place  to  meet  the  diabetic 
cart  needs  of  this  Insulin  Dependent  patient. 

During  interview  on  11/19/07  at  8:50  AM  with  the 
Nursing  Supervisor  on  call  on  08/05/07  -  the 
Supervisor  stated  that  there  was  "no  nurse 
available  to  visit  the  patient"  and  "there  is  a 
shortage  of  nurses".  The  Supervisor  further 
stated  that  she  called  the  Adult  Care  Facility  ( 
ACF)  and  "talked  "  and  employee  of  the  ACF 
"through  drawing  up  the  Insulin  and  the  patient 
administered  the  Insulin".  The  Supervisor  stated 
the  ACF  employee  has  "never  been  taught  or 
observed  drawing  up  Insulin"  and  this  (ACF  staff 
administering  Insulin)  has  'occurred  two  (2)  other 
times'1  but  was  "not  the  agency's  practice". 
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On  1 1/26/07  at  3:20  PM,  a  telephone  interview 
was  conducted  with  the  evening  supervisor  of  Die 
ACF  staff/Medication  technician.  The  ACF  staff 
stated  that  on  08/05/07,  "the  nurse  from 
American;  called  while  the  patient  was  testing  his 
blood  sugar  and  said  the  "she  could  not  be  there 
because  there  was  some  sort  of  emergency". 
The  ACF  staff  further  stated  that  she  "has  not 
been  observed/taught  by  the  Americare  nurse' on 
drawing  up  Insulin"  and  "  her  parents  were  both 
Diabetic  and  Insulin  dependent  so  she  knows  how 
to  draw  up  the  Insulin".  The  ACF  Staff  stated 
that  she  "held  the  Insulin  bottle  for  the  patient  and 
he  drew  up  the  Insulin  and  self  administered  in 
his  abdomen". 

During  an  interview  with  the  Director  of  Patient 
Services  (DPS)  of  Westbury  on  1 1/27/07  at  9:45 
AM,  the  DPS  stated  that  she  and  the  Nursing 
Supervisor  were  aware  that  there  was  a  potential 
for  a  staffing  problem  on  the  weekend  of  08/04  and 
08/05/07.  The  DPS  stated  she  was  "on  " 
vacation  that  weekend"  and  the  Nursing 
Supervisor  worked  the  weekend.  The  DPS 
further  stated  that  the  agency's  policy  is  that  "if  a 
nurse  is  unavailable  to  make  a  visit,  the 
supervisor  would  make  the  visit.  "  The  DPS  stated 
that  "  the  Supervisor  could  only  do  early 
morning  visits  on  Sunday  and  this  patient  needed 
his  Lantus  Insulin  in  evening." 

During  an  interview  with  the  Nursing  Supervisor 
on  1 1/27/07  at  2:30  PM.  the  Nursing  Supervisor 
stated  that  "the  Nursing  Supervisors  have 
make  visits  sometimes  during  the  week  and  on 
weekends  due  to  staffing  issue  and  not  enough 
nurses  to  cover  the  cases.  " 
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There  is  no  documented  evidence  that  the  nurse 
Revised  the  Plan  of  Care  until  1 0/12/07  when  the 
agency  received  a  call  from  the  Department  of 
Health. 

REFER  Gl 58  and  G 176 

Patient  #14  (ITV)  was  admitted  to  the  agency  on 
05/10/07  with  diagnoses  including  Diabetes 
Mellitus,  Psychosis,  and  Hypertension. 

The  Plan  of  Care  dated  from  the  start  of  care  on 
01/04/07  ordered  SN  visits  daily  to  administer 
Lantus  Insulin  100  units  daily,  "diabetic  care 
diabetic  regime,  S/S  (signs  and  symptoms)  of 
hyper/hypoglycemia".  and  included  a  sliding  scale 
insulin  coverage  of  Huinulin  R  Insulin  for  blood 
sugars  above  200''. 

During  home  visit  on  1  1/20/07  the  blood  sugar  log 
was  reviewed..  The  patient  stated  that  he  tests' 
his  blood  sugars  "three  times  a  day". 

The  blood  sugar  log  documents  seven  (7)  blood 
sugar  reading  above  200  when  the  patient  tested 
his  blood  sugars  before  lunch  and  ten  (10)  blood 
sugars  before  dinner  from  1 1/05  —  1 1/19/07, 
The  patient  stated  he  "did  not  get  any  insulin  at 
these  times." 

During  and  interview  with  the  nurse  at  7:50  AM, 
the  nurse  stated  that  she  was  "going  to  take  the 
information  from  the  log  to  the  Diabetic 
Consultant  and  review  them". 

There  is  no  documented  evidence  that  the  nurse 
informed  the  physician  of  the  elevated  blood 
sugars  and  revise  the  Plan  of  Care  to  address  the 
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Continued  From  page  42^ 
patients  needs.  (Refer  G176) 

During  an  interview  with  the  Director  of  Diabetes 
Education  on  1 1/21/07  at  8.45  AM,  the  Educator 
stated  that  she  "did  not  recall  consulting  with  the 
nurse  about  this  patient". 

The  "Focused  Diabetic  Chart  Audit  Tool"  dated  . 
1 1/14/07  completed  by  the  Diabetes  Educator 

documents:  "  Many  BS  (Blood  Sugar)  out  of 

range  for  good  control  -  needs  to  be  reported  to 
thcMD" 

During  the  home  visit,  the  patient's  medications 
were  reviewed  and  compared  to  the  Plan  of  Care 
and  agency  Medication  Sheet.  The  following 
discrepancies  were  noted: 

Lantus  Insulin  100  units  daily  was  not  on  the 
Medication  Sheet  dated  1 1/05/07 

The  Plan  of  Care  ordered  "Depakote  500  mg.  one 
(1 )  tablet,  at  bedtime".  The  patient  's  medication 
bottle  and  the  agency  medication  Sheet 
documented  that  the  patient,  is  to  receive  "two  (2) 
tablets  of  Depakote  daily". 

The  Plan  of  Care  and  the  patient's  medication 
bottle  documented  that  the  patient  is  to  receive 
"Glyburide  5mg'.  2  tablets  daily".  The  agency 
Medication  Sheet  documents  that  the  patient  is  to 
receive  ''5mg  daily''. 

During  an  interview  with  the  nurse  on  the  home 
visit,  the  nurse  stated  the  ACF  staff*  administers 
the  medications"  and  she  was  "not  sure  how  often  . 
she  was  required  to  review  the  medications.'' 

The  nurse  failed  to  initiate  the  Plan  of  Care  arid  to 
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revise  the  Plan  of  Care  to  reflect  the  patient's 

needs. 

Patient  #17  (HV)  was  admitted  to  the  agency  on 
10/18/07  with  diagnoses  including  Open  Wound 
of  the  Lower  Leg  and  Organic  Brain  Syndrome. 

During  home  visit  on  1 1/20/07,  the  medications 
on  the  patients  Plan  of  care,  Medication  Sheet 
and  the  MAR  (Medication  Administration  Record) 
in  the  ACF  were  reviewed. 

The  following  medication  discrepancies  were 
observed  and  noted: 

The  Plan  of  Care  and  agency  medication  sheet 
documents  that  the  patient  is  to  receive 
"Risperdal  0.5mg  twice  a  day".  The  Medication 
Administration  Record  (MAR)  documents  that  the 
patient  received  "Risperdal  0.5  mg  at  7:00  AM 
and  1 :00PM  and  Risperdal  0.5 mg  2  tablets  at 
5:00  PM  and  at  bedtime ". 

The  Plan  of  Care  lacked  a  documented  order  for  ■ 
Metamueil  1  packet  twice  a  day. 

The  Plan  of  Care  and  the  agency  medication 
sheet  lacked  that  the  patient  received  "Tylenol 
Ex'tra  Strength  500  mg  2  tablets  by  mouth  twice 
daily." 

During  the  home  visit  the  Nursing  Supervisor  was 
informed  of  the  medication  discrepancies  and 
stated  that  "the  nurses  are  required  to  review  the 
MAR  weekly  at  the  ACE." 

The  nurse  failed  to  initiate  the  Plan  of  Care  and 
revise  the  Plan  of  Care  to  reflect  the  changes  in  the 
medications. 
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Patient  #5  (HV)  was  admitted  to  the  agency  on 
10/04/05  with  the  diagnosis  including  Diabetes 
Mcllitus  Type  11. 

The  Plan  of  Care  dated  09/24  to  1 1  /22/07 
documents:  "Eualapril  Maleate  5mg  one  I  tablet 
oral  daily." 

The  Medication  Administratioii.(MAR) 
dated  September.  October  and  November  2007 
documents  lliat  the  patient  was  receiving 
"Enalapril  Maleate  2.'5mg  1  (one)  tablet  oral 
daily". 

During  the  home  visit  on  1 1/26/07  at  7:00  AM,  at 
the  Adult  Care  Facility  (ACF)  with  the  Director  of 
Patient  Services  (DPS),  Die  MAR  was  reviewed. 
After  being  informed  of  the  medication 
discrepancies,  the  agency's  staff  staled  that 
"'when  there  are  changes  to  the  patient's 
medication  regime,  the  ACF's  staff  usually  faxes 
a  copy  of  the  physician's  order  and/or  inform  the 
nurses  regarding  the  changes."  The  DPS  stated 
that  "the  nurses  are  to  review  the  Plan  of  Care 
and  the  MAR  to  ensure  that  the  ordeied 
medications  are  consistent  with. the  Plan  of  Cafe." 

The  DPS  could  not  provide  an  explanation  for  the 
nurses  and  the  Nursing. Supervisor's  failure  to 
ensure  that  the  Plan  of  Care  has  been  reviewed 
and  revised  according  to  the  patient's  needs. 

Patient  #4  (HV)  was  admitted  to  the  agency  on 
10/06/07  with  the  diagnosis  including  Diabetes 
Mellitus  Type  n. 

The  Plan  of  Care  dated  10/01-1 1/29/07 
document:  "Seroqiiel  lOOmg  2  (two)  tablets  oral 
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Every  AM  and  PM  and  Colace  lOOmg  capsule  2 

(two)  oral  QHS  (at  bed  time)". 

The  Medication  Administration  Record  dated 
September.  October  and  November  2007 
documents  that  the  patient  was  receiving 
"Seroque!  200mg  I  (one)  tablet  in  the  morning  and 
2  (two)  tablets  at  bedtime''  and  "Colace  lOOmg  (1) 
one  capsule  orally  at  bedtime". 

A  home  visit  was  made  on  1 1/26/07  at  7:00AM,  at 
the  Adult  Care  Facility  (ACF)  with  the  Director  of 
Patient  Services  (DPS).  The  MAR  was  reviewed. 
After  being  informed  of  the  medication 
discrepancies,  the  agency's  staff  stated  Ltiat  "when 
there  are  changes  to  the  patient's  medication 
regime,  the  ACF's  staff  usually  faxes  a  copy  of  the 
physician's,  order  and/or  inform  the  nurses 
regarding  the  changes."  The  DPS  stated  that  "the 
nurses  are  to  review  the  Plan  of  Care  and  the. MAR 
on  a  weekly  basis  to  ensure  that  the  ordered 
medications  arc  consistent  with  the  Plan  of  Care." 

The  DPS  could  not  provide  an  explanation  for  the 
nurses  and  the  nursing  supervisor's  failure  to 
Ensure  that  the  Plan  of  Care  has  been  reviewed 
and  revised  according  to  the  patient's  needs. 

Patient. #3  (HV)  was  admitted  to  the  agency  on 
02/16/07  with  diagnoses  of  Coronary 
Atherosclerosis,  Congestive  Heart  Failure,  and 
Lower  Ixg  Injury. 

The  clinical  record  lacked  documentation  that  the  . 
nurse  revised  the  Plan  of  Care  to  include  the 
patient's  current  medication  regimen.  The  Plan  of 
Care  dated  10/14-  12/12/07  lacked  orders  for 
Ferrous  Sulfate  325mg  po  (orally)  daily, 
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Multivitamin  1  tab  po  daily,  Xalatan  .005%  I  drop 
At  bedtime.  T  hese  medications  are  listed  on  the 
Medication  Administration  Record  as  being 
"administered  daily*'  by  the  staff  of  the  ACF  for  the 
months  9/07.  10/07  and  1 1/07. 

The  Plan  of  Care  dated  10/14-12/1 2/07 
Documents  the  patient  is  on  "Cipro  500mg  1  tab  2 
times  daily."  During  the  home  visit  on  1 1/20/07  at 
1 1 :00AM,  the  patient  stated  that  he  is  "not  taking 
Cipro." 

The  ACF's  Medication  Administration  Record 
documents  that  Cipro  was  "discontinued  on 
05/02/07."  The  Plan  of  Care  was  not  revised  to 
reflect  this  change. 

The  Plan  of  Care  dated  10/14-12/12/07  lacked  an 
order  for  Xalatan  .005%  I  drop  to  left  eye  at 
bedtime. 

The  MAR  documents  the  patient  has  been  receiving 
the  "Xalatan  eye  drops  for  the  months  of  9/07. 
10/07.  and  1 1/07."' 

The  nursing  visit  notes  for  the  month  1  i/07 
document  the  administration  of  Xalatan  eye  drops. 

During  interview  with  the  Director  of  Patient 
Services  (DPS)  on  1 1/27/07,  the  DPS  was  unable  to 
provide  an  explanation  for  the  findings. 

Patient  #10  was  admitted  to  the  agency  on  9/19/07 
with  diagnoses  of  Cellutis  of  the  legs,  Congestive 
Heart  Eailure.  Dementia,  Diabetes  Mcllitus  Type  2, 
and  Depressive  Disorder. 


The  Plans  of  Care  (POC)  dated  9/19-1 1/17/07 
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and  1 1/1 8-01/15/08  orders  Skilled  Nursing  for 

'assessment  of  medication  regimen".  ( 

The  agency  clinical  record  aiid  the  Medication 
Administration  Record  (MAR)  from  the  Adult 
Care  Facility  (ACF)  documents  medication 
discrepancies. 

The  MAR  documents;  "Omeprazole  20mg  1  tab 
PO  (by  mouth)  daily"  administered  09/2 1- 
1 1/27/07.  The  agency's  clinical  record  lacked 
documentation  that  the  nurse  revised  the  Plan  of 
Care  to  include  this  medication. 

On  1 1/27/07  at  1:15  PM,  the  Nursing  Supervisor 
was  interviewed  arid  was  unable  to  provide  an 
explanation  for  the  noted  discrepancies. 

Patient  #1 3  was  admitted  to  the  agency  on 
08/08/07  with  diagnoses  of  Tear  Film 
Insufficiency,  Glaucoma,  Depressive  Disorder, 
and  an  interim  order  dated  10/22/07  documented 
new  diagnosis  of  NIDDM(Non-Insu]in  Dependent 
Diabetes  Mellitus)  with  an  order  for  Skilled 
Nursing  Visits  to  perform  fingerstick  twice  a  day. 

The  clinical  record  lacked  revision  of  the  Plan  of 
Care  to  include  an  order  for  bloods  sugar 
parameters. 

The  clinical  record  and  the  MAR  documented  that 
the  patient  in  taking  "Micronasc/Glyburide  5  mg 
PO  Daily"  1 1/01-11/1 1/07.  The  clinical  record 
lacked  documentation  that  the  nurse  revised  the 
Plan  of  Care  to  include  this  medication; 
i 

On  11/27/07  at  1 :40  PM,  the  Supervisor  was 
interviewed  and  was  unable  to  provide  an  . 
explanation. 
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Patient  #7  was  admitted  to  the  agency  on 
05/19/07  with  diagnoses  of  Diabetes  MclliUis  . 
Type  II,  Schizoaffective  Disorder,  and 
Hypertension. 

The  Plan  of  Care  dated  09/16- 1 1/014/07  ordered 
Skilled  Nursing  three  (3)  times  a  day  for  sixty  (60) 
days  for  fingerstick  and  to  administer  Insulin. 

The  clinical  record  documents  that  the  Skilled 
Nurse  (SN)  visited  the  patient  three  (3)  times  a 
day  until  09/25/07.  The  record  further  documents 
that  the  SN  visited  the  patient  daily  from  09/26- 
1 1/14/07.  ITie  record  lacked  an  ordered  to 
decrease  SN  from  three  (3)  x  a  day  to  once  a 
day. 

On  1 1/27/07,  the  Nursing  Supervisor  was 
interviewed  and  was  unable  to  provide  and 
explanation. 

Patient  #19  was  admitted  to  the  agency  on 
08/16/07  with  diagnoses  including  Diabetes 
Mellitus,  Hypertension  and  Respiratory 
Neoplasm. 

The  clinical  record  documents  multiple 
discrepancies  in  patient's  medications  on  the 
current  Plan  of  Care  dated  10/15-12/13/07. 

The  Medication  Administration  Record  (MAR) 
dated  November  2007  documents:  Aspirin  325 
mg  po  daily  was  discontinued  08/15/07,  Hyzaar 
100-12.5  tablet  daily,  Metforim  850  mg  three  (3) 
times  a  day,  Colace  100  mg  twice  a  day, 
Mirtazcpiu  7.5  ing  at  bedtime,  Ambien  CR  6.25  mg 
at  bedtime,  Pamelor  1 0  mg  at  bedtime  was 
discontinued  09/13/07,  Aggrenox  25-200  mg  1 
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capsule  daily,  Zocor  20mg  daily,  Norvase  10  mg 
daily,  and  Prilosec  20  mg  at  bedtime. 

The  Plan  of  Care  documents  orders  for  Aspirin 
and  Pamelor  although  these  medications  had 
been  discontinued. 

The  dosage  ofllyzaar  is  documented  as  "lOOmg 
-25mg"  although  the  MAR  documented  "100- 
12.5". 

Included  on  the  POC  was  "Oxycodone/ APAP 
5/325  mg  tablet  two  (2)  tablets  q  4  h".  There  is  no 
documentation  of  this  medication  on  the  MAR. 

Aggrenox  25  -  2()()mg"  is  documented  as  every 
"12  hours".  The  MAR  documents  "daily." 

Metforim  is  documented  as  administered  daily 
on  the  POC.  The  Medication  Administration 
Record  documents  "three  (3)  limes  a  day". 

"Zocor  20  rng"  is  ordered  to  be  administered 
"twice  a  day."  The  MAR  documents:  "daily" 
administration. 

"Ambien  CR"  is  ordered  to  be  administered  "12.5 
mg  at  bedtime. The  MAR  documented  that  the 
patient  was  getting  "6.5  mg." 

"Colace"  is  ordered  to  be  administered  "daily". 
The  MAR  documents  Colace  to  be  administered  " 
"twice  a  day." 

Mirtazepine,  Prilosec  and  Norvase  are  included 
on  the  POC  and  not  documented  oa  the  MAR. 

The  Plan  of  Care  documents:  Mutlli  vitamin  1 
table  and  Naprosyn  500  mg  twice  a  day  prn  and 
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■lo  be  taken  with  food.  There  is  no  documentation 
on  the  MAR. 

The  nurse  failed  failed  to  review  and  revise  the 
Plan  of  Care  to  reflect  the  current  and  accurate 
medication  regime  for  this  special  needs  patient 
(Refer  G 176) 

Patient  #6  was  admitted  to  the  agency  on 
03/3 1/05  with  the  diagnoses  of  Schizophrenia, 
Diabetes  Mcllitus,  and  Chronic  Airway 
Obstruction. 

The  Plan  of  Care  dated  09/17/07  to  01/14/08 
orders  Skilled  Nursing  visits  "every  other  week  to 
monitor  blood  sugars,  weights,  assess  the  patient 
and  administer  Haldol.*' 

The  Plan  of  Care  contains  conflicting  information 
regarding  the  patients  diet.  The  Nutritional 
Requirements  are  documented  as  a  "  NCS  (No 
Concentrated  Sweets)  "diet. 

The  patient's  diet  is  documented  as  ait  "  1 800 
calorie  ADA"  under  the  Skilled  Nursing  tasks. 

The  Skilled  Nursing  visit  notes  dated  from  07/31 
to  1 1/13/07  documents  a  fluctuation  in  patient's 
weight  from  1 13  to  119  pounds.  The 
Skilled  Nursing  note  dated  10/3 1/07  does  not 
include  documentation  of  a  weight  but  documents 
"Thin  Lady  appears  to  be  "wasting"  away  says  she 
eats  regularly.  MD  aware". 

The  record  lacked  any  documentation  that  the 
nurse  spoke  to  the  physician  to  regarding  any 
follow  up  to  the  patients  weigh  status  and/or 
revision  to  the  Plan  of  Care  to  include  measures 
such  as  supplements. 
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The  findings  were  reviewed  on  1 1/27/07  at  11 :30 
AM  with  the  Nursing  Supervisor.  The  Supervisor 
stated  that  when  she  had  a  case  conference  with 
the  nurse  on  1 1/08/07.  "the  nurse  reported 
patient's  weight  as  1 13  pounds''  (this  was  a  6 
pound  less  from  the  September  weight)  and  the 
supervisor  discussed  what  measures  the  nurse 
should  speak  to  the  physician  about. 

The  record  lacked  any  revision  of  the  Plan  of 
Care  to  address  the  patient's  weigh  ioss. 

The  agency  Medication  sheets  documents 
discrepancies  in  the  medications  ordered  on  the 
Plans  of  Care.  For  example; 

The  Medication  Sheet  dated  09/16/07  lacked 
documentation  of  the  medication.  Haldol  75  nig 
1M  which  is  administered  by  the  nurse  every  four 
(4)  weeks. 

The  Medication  Sheet  dated  08/17/07  documents 
Zyprexa  5  mg  BID  (twice  a  day)  yet  the  Plan  of 
Care  ordered  the  medication  daily.  The 
Medication  sheet  also  documented  Haldol  100 
mg  yet  the  Plan  of  Care  ordered  75  mg  of  the 
medication. 

The  MAR  for  the  ACF.dated  09/01-1 1/30/07 
documents  "Zyprexa  BID  and  the  Haldo  75  mg." 

The  findings  were  reviewed  on  1 1/27/07  at  1 1 :00 
AM  with  the  Director  of  Patient  Services  (DPS)  of 
Westbury.  the  DPS  of  Brooklyn  who  was 
appointed  by  the  parent  agency  to  deal  with  t 
Department  of  Health  issues,  and  the  Nursing 
Supervisor/There  was  no  additional  information 
or  explanation  provided. 
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The  nurse  failed  to  review  the  medications  with- 
the  physician  and  revise  the  Plan  of  Care  as 
needed. 

Patient  #16  was  admitted  to  the  agency  on 
06/09/07  with  the  diagnosis  ineluding  Glaueoma. 

The  Plan  of  Care  date  08/08  -  10/06/07 
documents:  "Seroquel  200ing  tablet  orally  daily. 
Seroqucl  50rhg  tablet  2  (two)  times  daily, 
Lidodenn'5%  (700mg/patch)  ADIT  topical  daily 
Acetaminophen  650mg  tablet  oral  every  4  (four) 
hours,  Desyrel  ]  OOmg  2  (two)  tablets  oral 
bedtime,  Synthroid  75meg  tablet  oral  bedtime, 
Toprol  XL  I  OOmg  tablet  SR  24hr  oral  daily,  Ultram 
50rng  tablet  oral  2  (two)  times  daily  and  Norvase 
5mg  oral  daily". 

The  Medication  Administration  Record  (MAR) 
dated  September2007  documents:  "Seroque 
200mg  tablet  oral  at  bedtime"  and  in  addition  to 
"Seroquel  50mg  1  (one)  tablet  twice  a  day, 
Desyrel  lOOrng  1  (one)  tablet  daily  at  bedtime, 
'Synthroid  0.05 mg  1  (one)  tablet  oral  daily  and 
Norvase  5mg  2  (two)  tablets  oraJ  daily". 

The  following  medications  were  not  included  on 
the  MAR:  Lipodcrm  Patch,  Acetaminophen, 
Foprol  and  Ultram. 

The  Plan  of  Care  dated  10/07- 1 2/05/07 
documents:  "Seroquel  200rng  tablet  oral  daily, 
Seroquel  50mg  tablet  oral  2  (two)  times  daily, 
Synthroid  75mcg  tablet  oral  bedtime  and  Desyrel 
lOOmg  tablet  1  (one)  tablel  bedtime". 

The  MAR  dated  October  2007  documents  that 
the  patient  was  receiving  "Seroquel  200mg  1 
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(one)  tablet  daily  bedtime,  Synthroid  0.05mg  1 
(one)  tablet  oral  daily  and  Desyrel  lOOmg  2  (two) 
tablets  oral  bedtime", 

The  following  medication  that  was  documented 
on  the  MAR  for  October  was  not  included  in  the 
Plan  of  Care  of  1 0/07- 1 2/05/07:  Metoprolol 
50mg  1  (one)  tablet  oral  daily. 

The  patient  record  lacked  documentation  of  the 
physician's  order  /revision  of  the  Plan  of  Care  and  . 
any  explanation  regarding  the  changes  in  the 
patient's  medication  regime. 

During  interview  on  1 1/26/07  at  1 1 :40  AM  with  the 
Nursing  Supervisor  and  the  DPS,  the  agency  staff 
was  unable  to  provide  an  explanation. 

Patient  #2  was  admitted  to  the  agency  on 

1 1/01/05  with  the  diagnosis  including  Diabetes 

Mellitus  Type  U. 

The  Plan  of  Care  dated  08/23-10/21/07  did  not 
include  the  ordered  medication:  "Flarex  0. 1% 
ophthalmic  drops  5ml  instill  I  (one)  drop  in  both 
eyes  twice  a  day  as  needed" 

The  Medication  Administration  Record  (MAR) 
dated  September  2007  documents  that  the 
patient  was  receiving  the  eye  drops  per  self 
medication.  The  Plan  of  Care  lacked  revision  to 
include  this  medication. 

During  interview  on  1 1/26/07  at  1 1 .40  AM  with  the- 
Nursing  Supervisor  and  the  DPS.  the  agency  staff 
acknowledged  the  survey  findings. 

Patient  #1 1  was  admitted  to  the  agency  with 
diagnoses  including  Schizophrenia,  Diabetes 
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Mellitus  Type  II.  and  Hypertension 

The  Plan  of  Care  dated  08/15  -10/13/07  and 
10/14-12/12/07  orders  Skilled  Nursing  "every 
other  week  to  assess  medication  regime." 

The  Clinical  record  documents  medication 
changes  of  Mobic  7.5mg  discontinued  on  9/20/07 
and  that  the  patient  was  started  on  Mobic  15rng 
po  daily. 

The  Plan  of  Care  dated  10/14-12/12/07  was  not 
revised  to  reflect  these  changes. 

The  Medication  Administration  Record  of  the  ACF 
documents  the  patient  was  started  on  Mobic 
15mgpo  daily  as  of  09/20/07.  The  Plan  of  Care 
lacked  revision  to  include  this  change. 

On  1 1/27/07,  the  agency  staff  provided  the 
surveyor  with  a  copy  of  of  a  "  Physician 
Supplemental  Orders"  dated  09/20/07  lor 
certification  period  08/15/07  -  10/13/07  and  an 
order  dated  10/14/07  for  certification  period  10/14 
-12/12/07  correcting  the  Plan  of  Care  to  include 
Mobic  15mg  PO  daily. 

Patient  #9  was  admitted  to  the  agency  on 
09/05/07  with  diagnoses  including  Mental 
Retardation  and  Hypertension. 

The  Progress  Notes  dated  10/30  and  1 1/02/07 
documents  the  need  for  the  patient  to-rcccivc  six 
(6)  days  of  Home  Heatlh  Aide  services. 

The  nurse  failed  to  revise  the  Plan  of  Care  to 
reflect  the  change  in  patient  needs.  (Refer  G176) 

The  agency  "Medication  Procedure/Workflow 
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Process"  which  was  undated  documents: 

"I  .  On  SOC  (Start  of  Care),  and  at  each 
Recertification  and  PRN  (as  needed)  the  nuise 
must  verify  all  orders  with  the  MD. 

2.  If  there  tire  changes  or  discrepancies  in  the 
orders,  document  the  changes  on  the 
interim/supplemental. orders  after  verifying  with 
the  MD. 

16.  All  MAR's  (Medication  Administration 
Record)  must  be  reviewed  bna  dated  weekly  to 
validate  that  you  have  reviewed  all  orders  with  the 
Med.  Tech.  Sign  and  date  at  bottom  of  the  page.'' 

The  agency  staff  failed  to  follow  the  agency 
Policy/Procedure  regarding  the  medication 
management  and  review  for  the  special  needs 
population  of  patients  with  secondary  diagnoses 
involving  mental  health,  the  mentally  retarded,  . 
and  the  devclopinentally  disabled  that  prelude 
their  independence  in  activities  of  daily  living 
served  by  this  agency. 

484.30(a)  DUTIES  OF  THE  REGISTERED. NURSE 


The  registered  nurse  prepares  clinical  and 
progress  notes,  coordinates  services,  inform  the 
physician  and  other  personnel  of  changes  in  the 
patient's  condition  and  needs. 

This  STANDARD  is  not  met  as  evidenced  by. 
Based  on  clinical  record  review,  home  visits  (ITV), 
Policy  and  Procedure,  and  staff  interviews,  the 
nurses  failed  to  prepare  comprehensive  notes, 
coordinate  care  and  inform  the  physician  and 
other  personnel  of  patient  changes  in  condition 
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PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
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The  Nursing  Supervising  Staff  will  be  visiting  all, 
the  Adult  Care  facilities  on  a  weekly  basis.  The 
purpose  of  these  visits  is  to  ensure,  that  services, 
medication  and  treatments  are.  being  rendered  in 
accordance  to  the  patient's  POT.  The 
Supervisory  staff  will  provide  ensile  over  site  of 
nursing  and  home  health  aide  staff,  clarify 
patient  issues,  problem-solve  and  ease 
confei'ence  patients  as  required. 

The  Nursing  Supervisor's  will  make  weekly 
visits  to  the  manors  to  ensure  the  ACF  nurses  are 
preparing  clinical  and  progress  notes, 
coordiiiating.services,  informing  the  physician 
and  other  personnel  of  changes  in  the  patient's 
condition  and  needs  on  a  timely  basis.  The. 
Nursing  Supervisor  will  review  the  ACF  mini 
record  and  compare  it  to  the  patient's  clinical 
rccoid  in  the  agency.  Discrepancies  in 
documentation  will  be  reported  '»  'he  DPS.  The 
DPS  will  have  the  RN  come  into  the  office  to 
amend  the  record  with  an  interim  oulcr  (contact 
the  physician)  or  write  an  addendum.  Those 
nurses  that  are  found  to  lie  deficient  will  be  in- 
serviced  and  receive  a  writtenwaniini;.  .  The 
DPS  develops  an  in-service  calendar  and  ensures 
appropriate  education  is  given  to  the  Held  nurses 
based  on  the  Supervisor  findings. 
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and  needs.  This  was  evident  for  twelve  (12)  of  ■ 

nineteen  (19)  records  reviewed  and  four  (4)  of 

eight  (8)  home  visits.  (Patients  #1  H,  #2,  #6',  #8 

HV,  #9,  #10.  #13,  #14  HV,  #16,  #17  HV,  #18,  and 

#19) 

The  nurse's  failure  to  prepare  comprehensive  notes, 
coordinate  care  and  report  changes  resulted  in  poor 
Diabetic  management  of  patients  #1  and  #  14,  poor 
medication  management  of  the  agency' s  patients, 
and  places  all  patients  at  risk  for  poor  quality  car 
and  potential  for  poor  outcomes. 

The  findings  include: 

Patient  3 1  (HV)  was  admitted  to  the  agency  on 
07/03/04  with  diagnoses  of  Diabetes  Mellitus  and 
Schizophrenia. 

■Hie  Plan  of  Care  dated  05/16-07/14,  07/15-  . 
09/12/,  09/13-11/11  and  11/12-O1/01/08 
documents  orders  for  Skilled  Nurse  (SN)  visits 
daily  to'' .  ..Diabetic  Regime.  S/S  (signs  and 
symptoms)  of  Hypo/hyperglycemia  causes  and 
intervention,  Foot  car/Skin  Care.  Adm  Lantus  as 
ordered  Q  (every  )  am.  Regular  Insulin  Coverage 
in  AM  &  PM  . .  .if  B/S  (hkxxl  sugar)  >  250." 

During  the  home  visit  on  1 1/20/07  at  7.05  AM,  the 
blood  sugar  log  was  reviewed.  The  log 
documented  that  the  patient  tests  his  blood 
sugars  "twice  a  day". 

During  an  interview  with  the  patient  during  visit,  the 
patient  stated  that  there  has  been  "several  days''  that 
the  Adult  Care  Facility  staff  "drew  up  the 
Insulin"  for  ttic  patient  and  he  self  administered 
the  Insulin. 
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To  prevent  deficient  practices  from  reoccumng 
ongoing  Performance  Ijuprovement/Quality 
Assurance  clinical  record  audits  bill  be  done  by 
the  Supervisor/QI  Nitrse/DPS  on  a  quarterly  ' 
basis.  Results  of  these  audits  will  be  reported  lo 
the  QI  Director/  Ql  Committee/  Professional 
Advisory  Board/Committee.  -  April  14,2008 

DPS  ffltfiasJl  branch  office  will  provide  oversight 
and  responsible  to  enforce  regulation,  DPS  will 
retKitl  lo  Lhe  Administrator/Governing  Body  on  a 
weekly  b:isis.  Arnericare  CSS 
Administrator/Governing  Body  will  ensure  that 
the  required  education  atid  in-serviccs  take  place 
and  die  Agency's  have  the  continued  support  to 
resolve  all  identified  deficiencies  and  prevent  any 
reoccurrences  of  deficient  practices.  The 
Administrator  will  report  her  findings  to  the  VP 
of  Operations/Governing  Board.  ( 
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During  the  visit,  the  patient  was  observed 
preparing  the  Lantus  Insulin  injection  with  mueh 
instructions  from  the  Skilled  Nurse. 

The  blood  sugar  log  and  patient  record 
documented  the  following: 

On  07/ 1 8/07  the  staff  from  ACE  drew  up  the 
Insulin  and  patient  self  administered. 

On  07/29/07  the  record  documented  "missed 
visit"  (nn  staff).  It  is  unclear  whether  the  patient 
received  the  Lantus  Insulin  or  if  coverage  was 
needed.  The  record  lacked  documentation  if  a 
Blood  glucose  reading. 

On  08/02/07  -  Blood  Sugar  was  documented  as  "172 
at  4: 10  PM  -  patient  self  administered  with 
Staff  assistance". 

On  08/05/07  -  the  Blood  sugar  was  documented  as 
"269"-  patient  self  administered  with  staff' 
from  ACF.  The  physician  order  documents  that  the 
patient  is  to  receive  regular  insulin  coverage  if 
the  blood  sugar  is  above  250.  The  record  did  not 
include  document alion  that  the  patient  received  the 
Regular  Insulin  as  per  the  orders. 

The  agency  SN/Nursing  Supervisor  failed  to 
inform  the  physician  of  missed  visits  until  two  (2) 
and  half  months  later  when  the  agency  was  called 
by  the  Department  of  Health  regarding  a  patient 
care  issue,.  The  agency  failed  to  ensure  that  there  is  a 
system  in  place  to  meet  the  diabetic 
care  needs  of  an  insulin  Dependent  patient. 

During  interview  on  1 1/19/07  at  8:50  AM  with  the 
Nursing  Supervisor  on  call  on  08/05/07,  the 
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Supervisor  stated  that  there  was  "no  nurse 
available  to  visit  the  patient"  and'"there  is  a' 
shortage  of  nurses".  The  Supervisor  further 
stated  that  she  called  the  Adult  Care  Facility 
(ACF)  and  "talked  "  and  employee  of  the  ACF 
"through  drawing  up  the  Insulin  and  the  patient 
administered  the  Insulin".  The  Supervisor  stated 
the  ACF  employee  had  "never  been  taught  or 
observed  drawing  up  Insulin"  and  this  (ACF  staff 
administering  insulin)  had  "occurred  two  (2)  other 
times"  but  was  "  not  the  agency's  practice", 

On  1 1/26/07  at  3:20  PM,  a  telephone  interview 
was  conducted  with  the  evening  supervisor  of  the 
ACF  staff/Medication  technician.  The  ACF  staff 
stated  that  on  08/05/07. ."  the  nurse  from 
Americare  Called  while  the  patient  was  testing  his 
blood  sugar  and  said  that  "she  could  not  be  there 
because  there  was  some  sort  of  emergency  '. 

The  ACF  staff  further  stated  that  she  "has  not 
been  observed/taught  by  the  Americare  nurse  on 
drawing  up  Insulin"  and  "her  parents  were  both 
Diabetic  and  Insulin  dependent  so  she  knows  how 
to  draw  up  the  Insulin".  The  ACF  Staff  stated  that 
she  "held  the  Insulin  bottle  for  the  patient  and  he 
drew  up  the  Insulin  and  self  administered  in 

his  abdomen.  '. 

During  an  interview  with  the  Director  of  Patient 
Services  (DPS)  of  Westbury  on  1 1/27/07  as  9:45 
AM,  the  DPS  stated  that  she  and  the  Nursing 
Supervisor  were  aware  that  there  was  a  potential 
for  a  staffing  problem  on  the  weekend  of 
vacation  that  weekend"  and  the  Nursing 
Supervisor  worked  the  weekend.  The  DPS 
further  stated  that  the  agency's  policy  is  that  "if  a 
nurse  is  unavailable  to  make  a  visit,  the 
supervisor  would  make  the  visit.'  The  DPS  
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stated  that  "the  Supervisor  could  only  do  early 

morning  visits  on  Sunday  and  this  patient  needed 

his  Lantus  Insulin  in  evening.  " 

Record  review  lacked  any  coordination  with  the 

DPS  upon  return  from  vacation. 

During  an  interview  with  the  Nursing  Supervisor 
on  1 1/27/07  at  2:30  PM,  the  Nursing  Supervisor 
stated  that  "  the  Nursing  Supervisors  have  to 
make  visits  sometimes  during  the  week  and  on 
weekends  due  to  staffing  issue  and  not  enough 
nurses  to  cover  the  cases." 

There  is  no  documented  evidence  that  the  nurse 
revised  the  Plan  of  Care  until  10/12/07  when  the 
agency  received  a  call  from  the  Department  of 
Health.  . 

The  record  lacked  any  documentation  that  the 
physician  was  made  aware  of  the  agency's  failure 
to  provide  care  in  accordance  with  the  Plan  of 
Care  and  inability  to  meet  the  patient's  needs  until 
10/12/07,  more  that  two  (2)  months  later  when 
the  agency  was' called  by  the  Department  of 
Health. 

The  agency's  failure  to  coordinate  care  and  case 
conference  with  the  physician  resulted  in  the 
patient  self  administering  Insulin  which  was 
prepared  by  an  unlicensed  and  untrained  ACF 
employee. 


Patient  #14  (HV)  was  admitted  to  the  agency  on 
05/10/07  with  diagnoses  including  Diabetes 
Mellitus  and  Psychosis. 

The  Plans  of  Care  from  the  start  of  care  to 
01/04/08  orders  "Skilled  Nursing  visits  every  day 
to  administer  Lantus  Insulin  lOOmg"  ;  Humulin  R 
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Insulin  coverage  for  blood  sugars  over  200. 

During  home' visit  on  1 1/20/07.  the  nurse 
observed  the  patient  test  his  blood  sugar.  The 
nurse  stated  she  administers  the  sliding  scale 
Insulin  "if  the  patient's  blood  sugar  is  above  200". 
During  the  home  visit  the  patient  did  not  require 
the  insulin  coverage.  During  interview  with  the 
nurse  during  the  home  visit,  the  nurse  stated  she 
"going  to  take  the  log  to  the  Diabetic  Teacher  ". 

The  nursing  visit  notes  dated  1 1/03,  10/30.  and 
10/29/07  and  Progress  Notes  dated  -1 1/01/07 
doeumcnts  that  the  patient  is  "  not  able  to  do  his 
own  finger  stick  or  insulin  administration  due  to 
his  mental  illness." 

The  nursing  visit  notes  and  Progress  Notes  lack 
documentation  that  were  was  any  ease 
conferencing  with  the  supervisor  and/or  physician 
regarding  the  patient  inability  to  do  finger  sticks 
and  the  patient's  elevated  blood  sugars.  There  is 
no  documented  evidence  that  nurse  never 
addressed  the  need  for  insulin  coverage  or 
revised  the  Plan  of  Care  to  address  these  issues. 

The  notes  also  lack  any  documentation  of  follow  up 
with  the  ACF  staff  regarding  the  patient's  blood 
sugar  monitoring. 

The  "Focused  Diabetic  Chart  Audit  Tool''  . 
completed  by  the  Diabetic  Educator  on  1  1/14/07 
documents  the  need  the  blood  sugar  parameters 
the  iack  of  coordination  regarding  the  hypo  and 
hyperglycemic  readings,  the  need  for  teaching  of 
Insulin  administration,  the  need  to  observe  the 
patient  doing  the  finger  stick,  the  need  to  report 
the  blood  sugars  to  the  physician,  and  need  for 
lab  work.  ■ 


G  176 


<M  CMS-25C7  (02-99)  Previous  Versions  Obsolete 


Even!  ID:  IRU1 1     Facility  ID:  4706A 


If  continuation  sheet  Page  61  of  89 
Amended  x  1 


DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 
CENTERS  FOR  MEDICARE  AND  MEDICAID  SERVICES 


PRINTED:  12/26/2007 
FORM  APPROVED 
OMB  NO.  0938-0931 


"'AI'EMENT  OF  DEFICIENCIES 
,'D  PLAN  OF  CORRECTION 


(XI)  PROVIDER/SUPPLIER/CL1A 
.  IDENTIFICA  TION  NUMBER: 

337301 


(X2)  MUI.TIPIJ:  CONSTRUCTION 

A. BUILDING   

H.  WING   ;  ; 


(X3)  DATE  SURVEY 
COMPLETED 

12/27/2007 


NAME  OF  PROVIDER  OR  SUPPI.IKR 

AMERICARE  CERTIFIED  SPECIAL  SERVICES  SUB-UNIT 


STREET  ADDRESS,  CITY,  STATE.  ZIP  CODE 

900  MERCHANTS  CONCOURSE  SUITE  LL-15 
WESTBURY,  NY  11590   


(X4)  ID  , 
PREFIX 
TAG 


SUMMARY  STATEMENT  OF.DEFIENC1ES 
(  EACH  DEFIENCY  MUST  BE PRECEEDED  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


ID 
PREFIX 
TAG 


.  PROVIDER  S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
■  DEFIENCY) 


(X5) 
COMPLETI 
ON 
DATE 


Continued  From  page  61 

As  of  the  home  visit  (1 1/20/07)  these  issues  had 
not  been  addressed  and  the  nurse  had  failed  to 
effectively  coordinate  the  diabetic  care  for  this 
patient. 

The  "Draft"  Capillary  Blood  Glucose  Monitoring 
Protocol  documents  on  page  2:". .  ..Patient's 
physician's  should  be  informed  in  eases  of  mild  to 
moderate  palterns  of  hypo  and  hyperglycemia". 

The  nurse's  failure  to  coordinate  the  care  for  this 
patient  resulted  in  uncontrolled  blood  sugars  and 
poor  management  of  this  patient's  Diabetes. 

During  home  visit  medication  discrepancies  were 
also  evident.  Refer  G173. 

The  nurse  failed  to  provide  effective  coordination 
with  the  physician  and  the  supervisor  regarding 
the  patient's  medication  regime. 

Patient  #1 7  (HV)  was  admitted  to  the  agency  on 
10/18/07  with  the  diagnoses  of  Open  Wound  of 
the  Lower  Extremity  and  Organic  Brain 
Syndrome. 

The  Plan  of  Care  dated  10/1 8-12/1 6/07  orders: 
"SN  visits  BID  (twice  a  day)  to  perform  dressing 
change  of  Normal  Saline  Wet/Dry  " 

During  home  visit  on  1 1/20/07  the  nurse  was 
observed  removing  the  dressing  and  applying  a 
Normal  Saline  wet  to  dry  dressing.  Alter  the 
change  was  completed,  the  surveyor  asked  the 
nurse  if  the  wound  is  to  be  cleansed  with  Normal 
Saline  (NS).  The  nurse  stated  that  she  "usually 
splashes  the  wound  with  Normal  Saline". 
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The  agency's  undated  policy  and  procedure  for  Wet 
to  Dry  Dressing  documents  in  item  #12: 

"  Irrigate  wound  with  normal  saline  or 

prescribed  cleanser". 

During  an  interview  with  the  DPS  of  Hrooklyn 
following  the  home  visit,  the  DPS  stated  that  "the 
nurses  must  follow  the  physician's  order  and  the 
physician  was  using  this  method  was  being  used  to 
debride  the  wound," 

The  record  lacked  any  documentation  that  the" 
physician  did  not  want  the  wound  to  be  cleansed 
with  NS  as  per  the  agency's  policy  and  procedure, 

The  nursing  visits  notes  documented  conflicting 
wound  care  provided: 

Nursing  visits  dated  10/19/07  PM,  10/21/07  AM  & 
PM,  1 1/1  AM.  and  1 1.  AM  &  PM 
Documented  that  the  wound  was  "cleansed  with 
NS"(Normal  Saline). 

During  interview  with  the  Nursing  Supervisor  on 
1 1/27/07  at  1 1 :30  AM,  the  supervisor  .stated  that 
"the  nurse  sometimes  splashes  the  wound  to  the 
dressing  off  because  it  is  painful  to  remove  the 
dressing". 

The  agency  nurse  and/or  Supervisor  failed  to 
coordinate  the  provision  of  wound  care  to  ensure 
that  all  the  nurses  provided  the  ordered  and 
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Continued  From  page  63 
correct  wound  care. 

Patient  #8  (HV)  was  admitted  to  the  agency  on 
10/18/07  with  diagnoses  including  Diabetes 
Mellitus,  Long  Term  use  of  Insulin,  Therapeutic 
Drug  Monitoring.  Clironic  Airway  Obstruction,  . 
Schizophrenia,  and  Hypertension. 

The  Plans  of  Care  dated  10/18-12/1 5/07 
documents  orders  for:  Skilled  Nursing,  two  (2)  x 
a  day  to  monitor  Fasting  Blood  Sugar  and 
administer  Regular  Insulin.  The  patient  is  on 
sliding  scale  of  Humulin  R  Insulin  coverage  for 
sugars  over  25 1  / 

The  Plan  of  Care  dated  10/1 8/07  documents  two 
(2)  sets  of  sliding  scale  range  for  this  patient.  1 . 
"Regular  Insulin  coverage  201-300-4  units;  301 
-400-8  units;  401  and  greater  12  units.  2. 
Insulin  Regular,  Human  100  unit/ml  vial  (N) 
Injection  2  times  daily  0-250  -  0  units;  25 1-300 
-4  units';  310-400-8  units;  401  greater  -  12 
units. . .." 

During  home  visit  on'  1 1/20/07  at  10:00  AM,  the 
nurse  tested  patienfs  blood  sugar.  The  nurse 
stated  that  she  administers  the  sliding  scale 
Insulin  "if  the  patient's  blood  sugar  is  above  25 1 
and  this  morning  it's  below  25  1"  so  "the  patient 
does  not  require  any  Insulin  coverage  today." 

During  the  home  visit  the  nurse  was  interviewed 
as  to  how  does  she  know  which  set  or  orders  to 
follow.  The  nur.se  stated  that  she  "follows  the  #2 
sliding  scale  Regular  Humulin  orders  because 
that  was  on  the  patient's  discharge  from  the 
hospital  on  10/ 17/07. " 

During  the  home  visit  on  1 1/20/07,  the  MAR 
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(Medication  Administration  Record)  at  ACF  was 
reviewed  and  documents  that  as  of  1 1/09/07  the 
'Tylenol  325  mg  2  tabs  every  4  hours  for  pain" 
was  discontinued.  During  interview  with  the 
nurse,  she  stated  that  she  was  "not  aware  of  the 
discontinuation  of  Tylenol." 

During  the  home,  visit  on  1 1/20/07  at  10:00  AM, 
the  MAR  at  ACF  documents  that  on  1 1/09/07 
Tylenol  325  mg  2  tab  PO  every  4  hours  for  pain 
was  discontinued. 

The  clinical  record  continued  to  document  on  the 
SN  visit  notes  that  the  patient  was  taking  Tylenol 
500  mg  tabs4  x  day  FO  on  11/15  PM,  11/21 
AM,  1 1/22  AM  and  PM,  and  1 1/23/07  AM  and  PM 
visits. 

The  nurse  failed  to  provide  effective  coordination 
with  the  ACF  staff,  physician  and  the  Nursing 
Supervisor  regarding  the  patient's  mediation 
regime. 

On  1 1/26/07  at  2:30  PM,  the  Administrative  staff 
were  informed  of  the  survey  findings  and  were 
given  an  opportunity  provide  an  explanation.  Oh 
1 1/27/07,  no  explanation  was  provided  by  the  . 
agency. 

Patient  #1 8  was  admitted  to  the  agency  on 
10/25/07  with  diagnoses  of  Cellulttus  and 
Depressive  Disorder. 

The  Plan  of  Care  dated  10/25-12/23/07  ordered 
SN  daily  x  nine  (9)  days  and  one  (1)  every  other 
week  for  wound  care  on  Right  Plantar,  cleanse 
and  apply  Silvadene  cream  to  area  and  cover  with 
2x2/4x4  kling. 
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Continued  From  page  65 
The  Progress  noted  dated  1 1/09/07  documents: 
the  "patient  was  seen  at  the  wound  care  and  the 
wound  care  to  the  Right  Plantar  remains  the 
samc-which  is  cleanse  with  Normal  Saline,  apply 
Silvadene  ointment  to  dry  sterile  dressing  daily." 


The  note  further  documents  that  the  physician 
wants  "Aquaphor  ointment  to  patient's  shin  on  . 
legs  and  around  wound  daily  x  fourteen  (14)  days  . 
but  the  medication  may  not  arrive  until  Monday 
11/12/07." 

The  SN  visit  notes  documents  that  the  nurse 
visited  daily  and  provided  wound  care  to  Right 
Plantar  wound.  The  visit  note  of  1 1/10/07  lacked 
documentation  that  the  nurse  applied  Silvadene 
cream  after, cleansing  the  wound  with  Normal 
Saline. 

There  is  no  documented  evidence  that  SN  visits 
from  1 1/1 1  to  1 1/20/07. 

The  Plan  of  Care  dated  10/25-12/23/07  . 
documents  multiple  medications  as  follows: 
Multivitamin  with  minerals  1  tab  daily,  Zoloft  50 
mgl  tab  daily,  Zyprcxa  2.5  mg  1  tab  daily, 
Rantidine  HCL  75  mg  2  tabs  every  twelve  (12) 
hours,  Zocor  40  mg  !  tab  daily,  Keflex  500  mg  I 
tab  4x  daily  x  5  days.  Probiotic  Acidophilus  Cap  1 
tab  daily  x  10  days,  Aspirin  81  mg  I  tab  daily, 
Buspar- 10  mg  daily,  Folic  Acid  1  mg  1  tab  daily, 
Thiamine  HCL  100  mg  1  tab  daily, Regranex  0  .01 
%  gel  topical;  daily  to  the  right  instep,  Silvadene 
1  %  cream  topical;  daily  apply  to  Plantar.  It  should 
be  noted  that  theses  medications  were  listed  more 
then  once  on  the  485. 

On  1 1/23/07,  the  Nursing  Supervisor  wrote  a 
Physician  Supplemental  Orders  for  certification 
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Continued  From  page  66 
period  for  1 0/25- 1 2/23/07  which  included 
medications  as  follows:  Augincntin  8.75  mg  twice 
a  day  PO  (by  mouth)  discontinued  on  ]  1/03/07, 
Zoloft  50  mg  daily  PO,  Buspar  15  mg  PO  daily, 
Zocor  20mg  daily  PO,  Zyprexa  2.5  mg  PO  daily 
and  Silvadene  cream  1  %  to  Right  Plantar  daily. 

On  1 1/24/07,  the  Nursing  Supervisor  wrote 
additional  Physician  Supplemental  Orders  that 
include  orders  for  additional  medications  such  as 
Multivitamins  with  minerals,  Aspirian,  Rantidine, 
Folic  Acid,  Thiamine  HCL,  Keflex,  and  Rcgranex 
Ointment. 

The  Medication  Administration  (MAR) 
from  the  ACF  dated  for  October  25  and 
November  2007  documents  that  the  patient  was 
on  the  following  medications:  Augmentin  875  mg 
twice  a  day  PO  (by  mouth)  discontinued  on 
1 1/02/07,  Zoloft  50  mg  daily  PO,  Buspar  15  mg 
daily  PO,  Zocor  20  mg  daily  PO,  Zyprexa  2.5  mg 
PO  daily.  Silvadene  cream  apply  to  wound  daily 
by  agency  RN  and  Rcgranex  0. 1  ointment  apply 
once  a  day  by  agency  RN.  Further  review  of  the  . 
MAR  documented  that  the  following  medications 
were  discontinued  on  10/24/07:  Folic  Acid, 
Thiaminic  HCL,  Aspirin,  Ascorbic  Acid, 
Multivitamins,  Simvastin  40  mg  and  Rantidine. 

The  agency  SN  and/or  the  Nursing  Supervisor 
failed  to  review,  coordinate  and  provide  effective 
coordination  with  the  physician  regarding  the 
patient's  current  medication  regime. 

On  1 1/26/07  at  2:30  PM,  the  Administrative  staff 
were  informed  of  the  survey  findings  and  were 
given  an  opportunity  to  provide  an  explanation. 
On  1 1/27/07  no  further  information  was  provided 
by  the  agency. 
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Continued  From  page  67 

Patient  #19  was  admitted  to  the  agency  on 
08/16/07  with  diagnoses  including  Diabetes 
Mellitus,  Hypertension  and  Respiratory 
Neoplasm. 

The  clinical  record  documents  multiple 
discrepancies  in  patient's  medications  on 
the  current  Plan  of  Care  dated  10/15-12/13/07  and 
the  ACF  MAR  (Refer  to  G 1 73). 

The  agency  Skilled  Nurse  failed  to  review, 
coordinate  with  ACF  staff,  inform  Nursing 
Supervisor  and  with  the  physician  regarding  the 
patient's  current  and  accurate  medication  regime. 

On  1 1/26/07  at  2:30  PM,  the  Administrative  staff 
were  informed  of  the  survey  findings  and  were 
given  an  opportunity  to  provide  an  explanation. 
On  1 1/27/07  no  clarification  was  provide  by  the. 
Administrative  staff. 

Patient  U6  was  admitted  to  the  agency  on 
03/31/05  with  diagnoses  of  Schizophrenia, 
Diabetes  Mellitus,  and  Chronic  Airway 
Obstruction. 

The  Plan  of  Care  dated  September  2007  to 
01/14/08  orders:  Skilled  Nursing  services  every 

other  week  to  "  symptom  management 

hydration/nutritional  status.. ..  Weigh 
monthly..  ..Haldol  75  ing  injection  every  4 
weeks....  Finger  stick  every  other  week." 

The  Nursing  Visit  note  dated  10/31/07  documents 
that  the  nurse  observed  the  patient  and  noted 
"Thin  lady  appears  to  be  "wasting"  away, . The 
note  lacked  documentation  of  the  patient  weight 
and  notification  of  the  physician. 
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There  was  no  documentation  of  how  the  nurse 
knew  tlit;  physician  was  aware  or  if  the  Plan  of 
Care  required  revision. 

There  is  no  documented  evidence  that  the  nurse 
spoke  to  the  HHA  who  provides  care  to  this 
patient  seven  (7)  days  x  two  (2)  hours  a  day  and 
is  to  "Remind  patient  to  go  to  Dining  Room...."  as 
per  the  Aide's  Plan  of  Care. 

There  is  no  documentation  that  the  nurse 
case  confereiiccd  with  the  ACF  staff  regarding 
the  patient's  intake  and  if  there  has  been  any 
changes. 

During  the  nursing  visits  on  10/03/07,  10/10/07, 
10/24/07  and  10/31/07,  Haldol  was  administered 
on  10/03/07  and  finger  sticks  were  done  on  10/10 
and  10/24/07.  The  nursing  visits  were 
documented  as  10-15  minutes  in  duration. 

'Die  Progress  Note  dated  10/31/07  documents  a 
weight  of  "1 13  lbs"  which  was  a  6)bs  loss  from 
September.  The  note  documents  that  the  Nursing 
Supervisor  "suggested"  that  the  nurse 
speak  to  the  physician  regarding  blood  tests. 

The  findings  were  reviewed  on  1 1/27/07  at  1 1 :00 
AM. with  the  DPS  of  Westbury,  the  DPS  of 
Brooklyn  appointed  by  the  parent  agency  to  deal 
with  the  Department  of  Health  issues  and 
Nursing  Supervisors.  No  further  information  was 
provided. 

Patient  #9  was  admitted  to  the  agency  on 
09/05/07  with  diagnoses  of  Mental  Retardation 
and  Hypertension. 
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The  Plan  of  Care  dated  1 1/04/07  -  01/02/08 
orders  Home  Health  Aide  (HHA)  services  "5  days 
x  1  hour"  for  assistance  with  activities  of  daily 
living  and  personal  cart. 

The  sixty  (60)  day  summary  dated  10/30/07 
documents  that  the  patienl  receives  "6  days  x  1 
hour"  and  the  Progress  Note  also  dated  10/30/07 
and  1 1/02/07  documents  that  the  patient  needs 
six  (6)  days  of  hha  service  and  "Must  be 
prompted  &  encouraged  to  participate  in  personal 
hygiene". 

The  record  lacked  documentation  of  the  change 
in  the  patient's  needs  or  that  the  nurse  notified  the 
physician  of  the  patient's  need  for  an  additional 
day  of  HHA  services. 

The  finding  was  reviewed  on  1 1/27/07  at  1 1:00 
AM  with  the  DPS  of  Westbury,  the  DPS  of 
Brooklyn,  arid  the  Nursing  supervisor.  No  further 
information  was  provided. 

Patient  #10  was  admitted  to  the  agency  on 
9/19/07  with  diagnoses  of  Cellulites  of  the  tegs, 
Congestive  Heart  Failure.  Dementia,  Diabetes 
Mellitus  Type  11,  and  Depressive  Disorder. 

The  Plan  of  Care  dated  9/19-1 1/17/07  ordered 
SN  two  (2)  x  day  x  sixty  (60)  days  to  "apply 
Lotrisonc  to  right  lower  extremity:" 

The  clinical  record  lacked  documentation  of 
coordination  of  the  services  for  nursing  visit  times 
and  informing  the  physician  of  changes  in  the  nursitig 
visit  frequency.  v 

The  nursing  revisit  notes  document  that  Hie  nurse 
visited  on  09/22/07  at  3:30  PM  -  3:45PM  and  again  at 
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4:00  PM  -  5:00  PM.  The  nursing  revish  noie 
dated  9/28  docUmenicd  a  visii  from  8:30  AM  - 
8:50  AM,  The  record  lacked, documeniation  of  an 
afternoon  visii. 

On  9/29  visits  were  made  ai  3:00  PM-  3:15  PM 
and  again  al  4.00PM  -  5;00PM.  On  9:30  only 
one  visii  was  made  ai  12:00  PM-  12:30  PM, 

The  record  lacked  documentation  that  lhe 
physician  was  noiified  of  the  missed  visiis.  On 
10/06  visiis  were  made  ai  2:50  PM  -  3: 10  PM  and 
again  ai  4:00  PM  -  5:00  PM. 

The  nurse  failed  10  coord  inaie  services  10  ensure 
lrcairneni  to  the  paliem's  leg  was  administered  ai 
appropriaie  intervals  10  meei  the  paiient's 
condii ion  and  needs. 

An  interview  with  the  DPS  from  Wesibury  office 
on  1 1/26/07  ai  2:30  PM,  the  DPS  siated  thai  the 
lwicc  a  day  visits,  "the  interval  for  visits  should  be 
ai  leasi  seven  (7)  hours  in  between  the  visiis". 

On  1 1/26/07  ai  3:00  PM  the  findings  were 
reviewed  with  the  Adminislxaiive  siaff  and  were 
given  an  opportunity  io  provide  and  explanaiion. 
On  1 1/27/07  ai  1: 15  PM,  die  Nursing  Supervisor 
acknowledged  the  survey  Findings. 

Paiieni  #13  was  admiited  io  lhc  agency  on 
08/08/07  with  diagnoses  of  Tear  Film 
Insufficiency,  Glaucoma,  Depressive  Disorder, 
and  an  inierim  order  daied  10/22/07  doeumenied 
a  new  diagnoses  of  N1DDM  (Non-Insulin 
Dependent  Diabeies  Mellilus)  with  an  order  for 
SN  visits  io  perform  fingersliek  twice  a  day  (BID). 
An  inierim  order  lacked  parameiers  for  Blood 
sugars. 
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The  nursing  visit  notes  documents  elevated  FS' 
(fingerstick)  on  the  following  .visit  notes:  10/24/07 
-FS=265;  10/25/07  -  FS=227;  and  1 1/02/07  - 
l'-'S=287.  The  record  lacked  documentation  that 
the  physician  as  notified  of  these  elevated  blood 
sugar  levels. 

During  an  interview  with  the  Nursing  Supervisor 
on  1 1/28/07  at  1:40  PM,  the  supervisor  did  not 
provide  an  explanation. 

Patient  #16  was  admitted  to  the  agency  on 
06/09/07  with  the  diagnoses  including  Glaucoma 
and  Hypertension. 

The  Plans  of  Caie  date  08/08  to  1 0/06/07  and 
10/07  to  12/05/07  ordered  "SN  2  Day  60  (twice  a 
day  for  sixty  days)"  to  administer  eye  drops  and  to 
"report  B/P  (Blood  Pressure)  <90/60>  or  >140/90 
to  MD"  and  "RN  will  monitor  C/P  (cardio 
pulmonary),  C/V  (cardio  vascular)  status". 

The  Plans  of  Care  ordered  the  antihypertensive 
medications.  "Norvasc  5mg  oral  daily  (the 
medication  doses  was  changed  to  lOrng  on 
1 0/07/07)  and  Toprol  XL  lOOmg  tablet  SR  24  hr 
oral  daily". 

The  Skilled  Nursing  visit  notes  lack 
documentation  that  the  Skilled  Nurse  and/or  the 
Nursing  Supervisor  notified  the  physician  when 
the  patient's  BP  readings  had  exceeded  the 
ordered  Blood  Pressure  parameters  (report  when 
blood  pressure  is  more  than  140/90).  For 
example: 

On  08/1 0/07  -  ( 1 0:00  AM  visit  note)  the  Blood 
Pressure  was  documented  as  161/83.1. 
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08/1 1/07  -  (2:30  PM  visit  note)  BP  was 
documented- as  140/96. 

08/12  (10:30  AM  visit  note)  BP  was  documented 
as  1 59/89  and  ( 1 :30  PM  visit  note)  BP  was 
documented  as  183/115. 

The  visit  note  of  08/1 3  at  3:25  PM,  the  note 
lacked  documentation  of  the  patient's  vital  signs; 
on  08/16  (8:15  AM  visit  note)  BP  was 
documented  as  146/86. 

i 

On  8/22/07  (3:50  PM  visit  note)  the  BP  was 
documented  as  156/92 

On  8/25/07  (8:25  AM  visit  note)  the  BP  was 
documented  as  180/79. 

On  8/26/07  (4:40  PM  visit  note)  the  BP  was 
documented  as  130/100. 

On  09/01/07  (2:40  PM  visit  note)  the  BP  was 
documented  as  163/95. 

On  09/03  (9. 15  AM  visit  note)  lacked 
documentation  of  the  patient's  vital  signs. 

On  09/09  (3:00  PM  visit  note)  the  BP  was 
documented  as  138/100. 

On  09/14  (7:15  AM  visit  note)  BP  was 
documented  as  160/89. 

On  09/1 7  (9:40  AM  visit  note)  BP  was 
documented  as  150/87. 

On  09/20  (2:15  PM  visit  note)  the  BP  was 
documented  as  157/96. 
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On  09/21  (9: 15  AM  visit  note)  lacked 
documentation  of  the  patient's  vital  signs; 

On  09/23  (10:00  AM  visit  note)  BP 

was  documented  as  142/94  and  (3:00  PM  visit  note) 

BP  was  documented  as  157/107; 

On  09/25/07  and  09/26/07  (PM  visit  notes)  lacked 
documentation  of  the  patient's  vital  signs, 

On  09/29/07  (9.00  AM  visit  note)  the  BP  was  ' 
documented  as  i59/l  14. 

On  09/30/07  (5 :00  PM  visit  note)  BP  was. 
documented  as  149/99. 

On  10/02/07  (7.45  AM  visit  note)  the  BP  was 
documented  as  146/90; 

On  10/05/07  (8: 15  AM  visit  note)  the  BP  was 
documented  as  146/86; 

On  10/27/07  (6:45  AM  visit  note)  the  BP  was 
documented  as  157/92; 

On  10/28/07  (6:30  AM  visit  note)  the  BP  was 
documented  as  147/91. 

On  10/3 1/07  (2:30  PM  visit  note)  BP  was 
documented  as  150/97 

On  1 1/01/07  (9:15  AM  visit  note)  BP 
was  documented  as  155/88; 

On  1/02  (8:00  AM  visit  note)  BP  was  documented  as 
147/95, 

On  1 1/04/07  (9:30  AM  visit  note)  BP  was  
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documented  as  147-90  amd  (3:45PM  visit  note) 
BP  was  documented  as  154/102. 

On  1 1/26/07  at  1:50  PM  the  Administrative  staff  ' 
were  informed  of  the  survey  findings  and  were 
given  an  opportunity  to  provide  an  explanation. 
The  Nursing  Supervisor  stated  that  the  SN  should 
have  notified  the  physician  regarding  the  patient's 
BP  readings. 

On  1 1/27/07  at  1 1:20  AM,  the  agency's  staff 
presented  a  note  that  lacked  the  title  and  the 
agency's  name.  The  note  was  typed  on  a  regular 
piece  of  paper  and  was  faxed  to  the  agency  from 
the  Assisted  Living  Facility  on  1 1/27/07  at  8:44 
AM.  The  note  was  .signed  by  the  nurse  atid  was 
not  dated.  The  note  documented:  "On  these 
dates:  8/26/07,  8/22/07,  9/1/07,  9/9/07  pt  (patient) 

8/22-156/92,9/1-163/95,9/9-  138/10.  As  per 
physician  at  Assisted  Living  Facility,  she  did  not 
want  to  be  called  for  any  patient  on  services 
unless  patient  was  symptomatic  and  exhibiting 
symptoms.  The  Patient  was  not  symptomatic 
during  the  dates  stated  above.:" 

The  Plan  of  Care  dated  .1 1/07  to  12/05/07  and  the 
clinical  record  lacked  documentation  of  the 
physician  order  that  documents  that  the  physician 
did  not  want  to  be  notified  regarding  the  patient's 
elevated  BP  readings. 

The  Plans  of  Care  and  the  clinical  record  also 
lacked  documentation  that  the  ordered  BP 
parameters  had  been  revised  and/or 
discontinued.  The  clinical  record  lacked 
documentation  of  the  coordination  and 
management  of  the  patient's  cardiovascular  ■ 
status  by  the  SN  and  the  nursing  supervisor. 

G  176 
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The  agency  staff  could  not  provide  an  explanation 
for  the  SN  and/or  the  nursing  supervisor  '  failure 
to  notify  the  physician  regarding  the  patient's  BP 
readings  that  exceeded  the  BP  parameters  as 
ordered  in  the  Plans  of  Care. 

Patient  #2  was  admitted  to  the  agency  on 

1 1/01/05  wotj  the  diagnosis  including  Diabetes 

Mellitus  Type  II. 

The  Plans  of  Care  dated  08/23  to  10/21/07 
and  10/22  to  12/20/0?  prdered  the  "SN  2  Day  60 
(twice  a  day  for  sixty  days)  perform  FS  (finger 
stick)  BID  (twice  a  day),  administer  Insulin  as 
ordered  BID.',.:.". 

The  Plans  of  Care  under  the  section  titled  as  ' 
"Mental  Status"  documented  that  the  patient  is 
"oriented  and  forgetful". 

The  SN  visit  note  dated  09/01  (2: 15  PM  visit ) 
documented  that  "patient  on  home  leave  till 
09/04/07".  The  clinical  record  and  the  SN  visit 
notes  lacked  documentation  of  the  responsible 
person  to  perform  the  twice  a  day  blood  sugar 
monitoring  and  administration  of  twice  a  day 
Insulin  while  the  patient  is  on  the  home  leave. 

The  subsequent  SN  visit  notes  failed  to  document 
how  the  patient's  Diabetic  management  would  be 
coordinated  while  on  home  leave,  such  as:  on 
09/13  (PM  visit)  home  visit  till  9/15,  on  10/12 
(PM  visit)  home  visit  tili  10/15  and  on  11/11/07 
(AM  visit)  documented  that  the  patient  refused  the 
SN  visit.  The  record  lacked  documentation  that 
the  SN  had  notified  the  physician  that  the  patient 
refused  the  visit  and  that  the  patient  did  not 
receive  the  ordered  AM  Insulin  dose. 
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During  interview  on  1 1/26/07  at  1 :00PM  with  the 
Nursing  Supervisor  and  the  DPS,  the'  agency  staff, 
confirmed  the  survey  findings. 

On  1 1/27/07  at  1 t :00  AM  the  agency's  staff 
presented  :  "Progress  Note"  dated  "  1 1  /26/07" 
that  was  documented  by  the  nurse. 

The  Progress  Note  was  faxed  to  the  agency  form 
the  ACF  on  1 1/27/07  at  8:59  AM.  The  note 
included  an  "Addendum  to  certification  period 
from  10/22-10/20/07,  Patient  goes  on  frequent 
home  visits.  Americare  RN  (registered  nurse) 
prcfills  insulin  syringes.  Pi  (patient )  tests  FS  and 
administers  Insulin  with  her  son  supervision  and 
verbal  cuing:  Pt  is  unable  to  independently  prefill 
syringes". 

The  clinical  record  lacked  any  documentation  of 
the  coordination  of  the  patient's  Diabetic  status  by 
the  SN  and  the  nursing  supervisor  when  the 
patient  was  on  home  visits. 

484.36(d)(2)  SUPERVISION 

The  registered  nurse  (or  another  professional 
described  in  paragraph  (d)  (1)  of  this  section)  must 
make  an  on-site  visit  to  the  patient's  home 
■no  less  frequently  than  every  2  weeks. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  clinical  record  reviews  and  staff 
interviews,  the  agency  failed  to  supervise  the 
Home  Health  Aides  (HHA)  no  less  frequently  that 
every  two  (2)  weeks.  This  was  evident  for  Five  (5) 
of  fourteen  ( 1 4)  clinical  records  of  patients 
receiving  Home  Health  Aide  (HHA)  services. 
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American;  CSS  Director  of  Patient  Services 
will  ensure  HHA  Supervision  is  being  done 
)>er  regulation  i)t>  all  patients  receiving 
HHA  services,  ihe  I4N  must  observe  HHA 
rendering  tare  every  2  weeks  if  the  case  is 
skilled  in  accordance  lo  Conditions  of 
Participation.  Patients  receiving  non-skilled 
personal  care  services  will  be  supervised 
every  60  days  in  accordance  to  NYS 
Medicaid  Regulations.  In-service 
education  regarding  the  DOH  regulation 
governing  HHA  supervision  was  conducted 
iu  Wcsthury  Jan  1 0,2008  &  .Suffem  on  Jan. 
16.  2008.  A  corrective  memo  to  ali  Adult 
Care  l-'iicilitv  nurses  to  clarify  supervisory 
reL'tilations.  (See  attachment  #  17). 
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Continued  From  page  77 
(Patients  #4,  #6,  #8,  #15,  and  #18). 

This  is  a  repeat  deficiency  from  the  survey  of 
6/4/07 

The  agency's  continued  failure  to  supervise  the 
lilia  every  two  (2)  weeks  places  the  patients  at 
risk  for  receiving  poor  quality  care. 

The  findings  include: 

Patient  #6  was  admitted  to  the  agency  on 
03/3 1/07  with  diagnoses  of  Schizophrenia, 
Diabetes  MelHtus,  and  Chronic  Airway 
Obstruction. 

The  Plan  of  Cure  dated  September  2007  to 
present  orders:  HHA  services  seven  (7)  days  x 
two  (2)  hours  a  day. 

The  clinical  record  lacked  documentation  of  HHA 
supervision  between  09/1 3  -  10/09  and  10/11- 
11/12/07.  - 

The  finding  was  reviewed  with  my  agency  staff  on 
1 1/27/07  at  1 1 :00  AM  and  no  explanation  or 
additional  information  was  provided. 

Patient  #  15  was  admitted  to  the  agency  on 
07/30/07  with  the  diagnosis  including 
Schizoaffective. 

The  Plans  of  Care  dated  07/30  -  09/27/07  and 
09/28  -  1 1/26/07  orders:  HHA  five  (5)  days  a 
week  x  one  (1)  hour  a  day  for  nine  (9)  weeks  to 
assist/direct  the  patient  with  activities  of  daily 
living. 

The  clinical  record  lacked  documentation  that  the 
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Arricricare  CSS  Supervisors  will  make 
weekly  supervisory  visits  to  all  the  Adult 
Care  Facilities  u>  ensure  thai  skilled  musing 
services  arc  provided  to  the  agency's 
patients  and  to  ensure  HHA  supervision  is 
being  done  per  regulation.  'Hie  Supervisory 
staff  will  provide  oirsile  over  site  of  nursing 
and  home  health  aide  staff. 

'Hie  Agency's  System  Analyst/Operations 
Manager  developed  and  will  update  an 
!  1UA  Supervision  Tracking  calendar  by 
ACF  on  all  patient's  receiving  HHA 
services.  The  System  Analyst/Operations 
Manager  will  run  a  weekly  report  (every 
Wednesday)  of  un-submitted  HHA 
Supervisory  visit  notes  l>y  Adult  Care 
Facility  Nurse. 

The  ACF  nurse  will  be  contacted  and  askyd 
to  fax  the  HHA  supervisory  note  into  the 
office.  Chronic  offenders  will  be  required 
lo  come  to  office  on  a  weekly  basis  to  hand 
in  their  HHA  supervision  notes.  Chronic 
offenders  will  also  receive  re-education  and 
a  written  disciplinary  warning.  If  non- 
compliance continues  further  disciplinary 
actions  will  be  taken 


The  DPS  is  responsible  to  ensure  that 
100%  clinical  chart  audits  are  done  on  a 
quarterly  basis  lo  ensure  MIA 
supervision  is  being  done  per  regulation. 
(See  titlaehiuenl  ft  18  HHA  Supervisory 
Audit  Tool)  . 
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Cominucd  From  page  78 

Skilled  Nurse  (SN)  performed  Home  Health  Aide 
supervision  from  10/03  -  10/29/07. 

On  1 1/26/07  at  2:00  PM  the  Administrative  staff 
were  informed  of  the  survey  findings  and  were 
given  an  opportunity  to  provide  an  explanation. 
On  1 1/27/07.  the  agency  acknowledged  the 
findings  and  could  not  provide  an  explanation  why 
the  SN  failed  to  supervise, the  liha  every  two  (2) 
weeks. 

Patient  #4  was  admitted  to  the  agency  on 
10/06/07  with  the  diagnosis  including  Diabetes 
Mellitus  Type  II. 

The  Plan  of  Care  dated  08/20-  09/30/07  ordered 
HHA  seven  (7)  days  two  (2)  hours  a  day  for  nine 
(9)  weeks  lo  assist  tile  patient  with  personal  care. 

The  clinical  record  lacked  documentation  that  the 
SN  had  performed  Home  Health  Aide  supervision 
from  08/24 -09/ 19/07. 

? 

During  an  interview  on  1 1/26/07  at  2:00  PM  with 
the  Nursing  Supervisor  and  the  DPS  from 
Westbury.  and  the  DPS  of  Brooklyn  who  was 
appointed  by  the  parent  agency  lo  deal  with 
department  of  Health  issues,  the  agency  staff  did 
not  provide  an  explanation  for  the  survey  findings. 

Patient  #8  was  admitted  to  the  agency  on 
10/18/07  with  diagnoses  including  Diabetes 
Mellitus.  Chronic  Airway  Obstructive. 
Hypertension,  and  Goiter. 

The  Plan  of  Care  dated  10/18-  12/16/07  ordered 
HHA  five  (5)  days  a  week  x  one  ( 1 )  hours  a  day 
for  nine  (9)  weeks  to  assist  the  patient  with 
personal  care,  ADLs.  Ensure  safety  and  hygiene. 
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The  record  documentation  that  the  HHA  was  placed  on 
the  case  on  1 1/01/07.  The  record  lacked 
documentation  of  HHA  supervision  from  11/01  - 
11/27/07. 

During  an  interview  the  with  the  Nursing  Supervisor 
on  1 1/27/07  at  1 1 :45  AM,  the  Nursing  Supervisor 
could  not  provide  an  explanation  for  the  lack  of  bi 
monthly  HHA  supervision. 

Patient  #18  was  admitted  to  the  agency  on 
10/25/07  with  diagnosis  of  Cellulitis  and 
Depressive  Disorder. 

The  Plan  of  Care  dated  10/25  -  12/23/07  ordered 
SN  services  for  wound  care  and  HHA 
supervision. 

T  he  record  lacked  specific  orders  for  HHA 
services  (Refer  G159)  yet  the  record  included 
duty  sheets  for  HHA  services  on  the  following 
days;  10/27-  10/28, 11/03  -11/04  and  11/10- 
11/11/07. 

The  record  documented  that  the  HHA  was  placed 
on  this  case  on  10/27/07.  The  record  lacked 
documentation  of  HHA  supervision  from  1 0/27  - 
1 1/27/07. 

On  1 1/26/07  at  2:30PM,  the  Administrative  staff  were 
informed  of  the  survey  findings  and  were 
given  an  opportunity  to  provide  an  explanation. 

On  1 1/27/07,  the  agency  provided  a  Physician 
Supplemental  Orders  dated  1 1/24/07  (which  was 
after' the  survey  was  in  progress)  for  certification 
period  dated  10/25  -  1 2/23/07  "Please  note 
omission  of  HHA  services  1 0/25/07  485;  Pt 


G229 


FORM  CMS-2567  (02-99)  Previous  versions  Obsolete 


EvmtlD:  IRU1I     Facility  ID;  4706A 


Sf  continuation  sheet  Page  80  of  89 
Amended  *  1 


STATEMENT  OF  DEFICIENCIES 
AND  PI  AN  OF  CORRECTION 


(XI) 

(X2)  MULTIPLE  CONSTRUCTION 

(X3)  DATE  SURVEY 

■  FROVIDIIlVSUPPLiKR/CLIA 

COMPLETED 

IDENTIFICATION  NUMBER: 

A  .BUILDING 

12/272007  ■ 

337301 

B.  WINC. 

.ME  OF  PROVIDER  OR  SUPPLIER 

AMERICARE  CERTIFIED  SPECIAL  SERVICES  SUB-UNITS 


(X4)  ID 
PREFIX 
TAG 


G229 


G236 


SUMMARY  STATEMENT  OF  DEFENCES 
(  EACH  DEFEENCY  MUST  BE  PRFXBEDED  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


Continued  From  page  80 
(Patient)  with  HHA  services  as  of  SOC  (Start  of 
Care)  10/25  7D  x  2H  x9  weeks  assist  with 
Personal.  ADL  care". 

During  an  interview  with  the  Nursing  Supervisor 
on  1 1/27/07  at  1 1:45  AM,  the  Nursing  Supervisor 
stated  that  she  "pieked  up  the  omission  of  HHA 
services  during  reeord  review."  The  Nursing 
Supervisor  eould  not  provide  an  explanation  for  the 
SN  failure  to  supervise  the  hha  every  two  (2) 
weeks  as  per  the  Plan  of  Care. 

REPEAT  DEFICIENCY  FROM  06/04/07  SURVEY 
484.48  CLINICAL  RECORDS  . 

A  clinical  record  containing  pertinent  past  and 
Current  findings  in  accordance  with  accepted 
professional  standards  is  maintained  for  every 
patient  receiving  home  health  services.  In 
addition  to  the  plan  of  care,  Ihc  record  contains 
appropriate  identifying  information:  name  of 
physician;  drug,  dietary,  treatment,  and  activity 
orders;  signed  and  dated  clinical  and  progress 
notes:  copies  of  summary  reports  sent  to  the . 
attending  physician:  and  a  discharge  summary. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  clinical  record  reviews, 
Policy/Procedure  review,  and  staff  interviews,  the 
agency  failed  to  ensure  thai  the  clinical  records 
were  complete  ad  current.  This  was  evident  for 
(8)  of  nineteen  (19)  clinical  records  reviewed. 
(Patients  #1,  #3.  #5.  #7.  #8,  #13.  #16.  and  #18) 

The  agency's  failure  to  ensure  that  the  clinical 
records  arc  maintained  complete  and  current 
places  the  patients  at  risk  for  not  having  their  care 
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The  Director  of  Patient  Services  for  both 
Wcstnuiy  Sc.  Suiicrn  offices  is  responsible 
10  ensure  that  all  Valient  Clinical  Recnrtb 
contain  pertinent  past  and  current  findings 
in  accordance  to  accepted  professional 
standards  is  maintained  for  even-  active 
patient  receiving  home  aire  services,  hi 
addition  to  the  plan  of  care,  die  record 
contains  appropriate  identifying 
information;  name  of  the  physician:  drug, 
dietary,  treatment,  and  activity  orders: 
signed  arid  dalai  clinical  arid  piugress  . 
notes;  copies  of  summary  reports  sent  lo  the 
attending  physician:  and  a  discharge 
summary. 

The  RN  in  the  Adult  Facility  is  responsible 
to  obtain  Physician  Orders  and  develop  the 
initial  and  subsequent  Plan  of  Care  (485)  in 
conjunction  with  the  patient  and  the 
patient's  primacy  physician. 

The  Supervisor  Assistant  wiii  check  every 
new  Plan  of  Cart  (485)  for  completion  by: 
* .     Checking  the  current  485  and  all 
interim  orders  generated  within  (he 
CO-  day  period  against  the  original 
Plan  ot  Care  485  generated  at  Ore  SOC 
and/or  the  previous  485  for  any 
discrepancies 

*  If  disciepancics  are  present,  the 
Supervisor  Assistant  will  immediately 
notify  the  primary  nurse  and  Nursing 
Supervisor  of  the  findings. 

•  The  primary  nurse  aud/or  the  Nursing 
Supervisor  will  make  the  required 
corrections  and  verify  the  orders  with 
the  primary  MD. 


The  Supervisor  Assistant  will  print  lite 
Plan  of  Care  (485)  for  or  (he  nurse  to 
obtain  the  primary  physicians 
signature. 
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Continued  From  page  81 

documented  to  ensure  that  quality  care  is 

provided. 

'The  findings  arc: 

Patient  #16  was  admitted  to  the  agency  on 
06/09/07. with  the  diagnosis  including  Glaucoma. 

The  Plan  of  Care  dated  08/08-10/06/07 
documented  the  medications  'Toprol  XL  lOOmg 
tab  SR  24hr  oral;  daily''  and  "Liproderm  5  % 
(700mg  patch)  ADH.  Patch  topical  daily." 

The  Plan  of  Care  dated  lb/07-12/05/07  did  not 
include  the  above  noted  medications. 

The  clinical  record  lacked  documentation  of  the 
reason  for  the  medications  omission  on  the 
following  Plan  of  Care  dated  10/07  -  12/05/07! 

The  record  did  not  include  a  documentation  of  the 
physician's  order  to  discontinue  the  medications. 

On  1 1/26/07  at  1 :20  Pm.  The  Administrative  staff 
were  informed  of  the  survey  findings  and  were 
unable  to  provide  and  explanation. 

On  1 1/27/07  at  1 1 :30  AM.  the  Nursing  Supervisor 
presented  to  the  surveyor  'Physician 
Supplemental  Orders"  signed  and  dated  by  the 
nurse  on  8/28/07.  The  order  was  faxed  to  the 
agency  form  the  Adult  Care  Facility  (ACP)  on 
1 1/27/07  at  9: 1 8  AM.  'The  orders  documented 
"certification  period  8/8/07  -  10/06/07.  effective 
dates  of  service  8/28/07.  medication  change:  D/C 
(discontinue)  Toprol  XL  100  mg  P.O.  (by  mouth)  . 
q.d. (daily)  Lipoderm  5%  topical  patch  q.d." 

The  agency's  staff  could  not  provide  an 


STREET  ADDRESS.  CITY, 'STATE.  ZIP  CODE 

900  MERCHANTS  CONCOURSE  SUITE  LL-I5 
WKSTBURY,  NY  11590   ' 


ID 
PREFIX 
TAG 


G236 


PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTI  VE  ACTION 

SHOULD  BE 
CROSS-REFERENCED  TO  THE 
APPROPRIATE  DETTENCY) 


■The  American;  CSS  Supervisors  will  make 
weekly  supervisory  visits  to  uU  the  Adult 
Care  Facilities  to  ensure  that  skilled  nursing 
services  arc  provided  to  the  agency's 
patients  and  to  supervise  Amerieare  CSS 
staff,  clarify  patient  issues,  problem-solve 
and  case  conference  patients  a.s  required. 
Amerieare  Supervisory  staff  will  provide 
weekly  oversight  of  the  Amerieare  nurses  to 
ensure  that  medication  and  treatment 
changes  arc  timely  noted. 

American;  CSS  System  Analyst/Operations 
Manager  will  run  a  weekly  report  (every 
Wednesday)  of  un-submitted  clinical  visit 
notes  by  Adult  Care  Facility  Nurse.  The. 
nurse,  will  be  contacted  and  asked  to  fax  the 
clinical  note  into  the  office.  Chronic 
offenders  will  be  reported  to  the  DPS  and 
will  be  required  to  come  to  office  an  a 
weekly  basis  to  hand  in  their  clinics!  notes. 
Chronic  offenders  will  also  receive  re- 
education and  a  written  disciplinary 
warning.  If  non-compliance  continues  . 
further  disciplinary  actions  will  be  tiikeu  by 
the  DPS, 

To  prevent  deficient  practices  from 
reoccurrmg  ongoing  Performance 
Improvement/Quality  Assurance  100  % 
clinical  record  audits  bi  II  be  done  by  the  . 
Supemsor/QI  Nurse/DPS  on  a  quarterly 
basis.  Results  of  these  audits  will  be 
.reported  to  the  QI  Director/  QI 
Committee/  Professional  Advisory 
Hoard/Committee.  -  April  14,  300S  & 
ongoing 

DPS  for  each  branch  office  will  urovide 
oversight  and  responsible  to  enforce 
regulation.  DPS  will  report  to  the 
AdministtatorKioverniiig  Body  on  a  weekly 
basis.  American:  CSS 
Administrator/Governing  Body  will  ensure 
that  the  required  education  and  in-.serviccs 
take  place  and  the  Agency's  have  the 
continued  support  to  resolve  all  identified 
deficiencies  and  prevent  any  reoccurrences 
of  deficient  practices.  The  Administrator 
will  report  her  findings  to  the  VP  of 
Operau'ons/Govermng  Board. 
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Continued  From  page  82 
explanation  for  the  nurses/Nursing  Supervisor's 
failure  to  ensure  that  the  original  "Physician 
Supplemental  Orders"  were  included  in  the 
clinical  record  until  the  surveyor  requested 
clarification  of  the  findings. 

Patient  #5  was  admitted  to  the  agency  on 

1 0/04/05  with  the  diagnosis  including  Diabetes 

Mellilus  Type  II. 

The  Plan  of  Care  dated  09/24  -  10/22/07  ordered 
Skilled  Nurse  (SN)  to  visit  the  patient  every  week 
for  nine  (9)  weeks. 

The  Skilled  Nursing  visit  notes  were  reviewed 
fro  m  09/ 1 9- 1 0/0 1  /07  and  1 0/22. 1 1  / 1 2/07 . 
The  clinical  record  lacked  documentation  of  the 
SN  visit  notes  from  10/02  to  10/21/07. 

On  1 1/26/07  at  1 .00  PM,  the  agency's  Administrative 
staff  were  informed  of  the  survey  findings  and  were 
unable  to  provide  an  explanation. 

On  1 1/27/07  at  1:00PM,  the  agency  provided  the 
missed  SN  visit  notes  dated  10/08, 10/15  and 
10/22/07. 

The  agency's  staff  could  not  provide  an 
explanation  for  the  missing  SN  visit  notes  that 
were  not  included  in  the  clinical  record. 

Patient  #13  was  admitted  to  the  agency  on  8/08/07 
with  diagnoses  of  Tear  Film  Insufficiency, 
Glaucoma,  and  Depressive  Disorder. 

The  Plan  of  Care  dated  08/08  -  10/06/07  orders: 
Physical  Therapy  (IT)  once  a  week  x  nine  (9) 
weeks  to  maintain  strength,  ROM  (Range  of 
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Motion),  functional  &  mobility  skills. 

The  clinical  record  lacked  Physical  Therapy  notes 
for  the  month  of  September  2007. 

On  1 1/27/07  at  10:001AM,  the  Nursing  Supervisor 
provided  the  surveyor  with  PT  notes  for  9/19,  9/27 
and  10/4/07.  There  were  no  PT  notes  were 
provided  Tor  the  week  of  09/04  and  09/1 1/07. 

On  1 1/27/07  at  !  :40  Pm,  the  Nursing  Supervisor 
was  interviewed  and  could  not  provide  an 
explanation  for  the  missed  visit  notes  and  notes 
for  two  (2)  months  prior  not  being  included  in  the 
clinical  record. 

Patient  #1  was  admitted  to  the  agency  on 
07/30/04  with  diagnoses  of  Diabetes  Mellitus  and 
Schizophrenia. 

The  Plans  of  Care  dated  05/16-01/01/08 
documents  orders  for  Skilled  Nursing  daily  to 
administer  Insulin. 

There  is  no  documented  evidence  of  Skilled 
Nursing  visits  for  the  follwing  days: 
07/18/07.  07/29/07.  08/02/07,  10/17/07,  10/19/07 
(AM),  and  11/02/07. 

On  1 1/26/07  at  2:30  PM,  the  Administrative  staff 
were  informed  of  the  survey  findings  and  were 
provided  and  opportunity  to  provide  an  explanation. 
On  1 1/27/07,  no  explanation  was  provided  by  the 
agency. 

On  12/06/07  at  I:30Pm,  the  agency  submitted 
the  certified'reeord  to  the  Central  Islip  office., The 
agency  included  a  supplemental  documents 
folder  which  included  SN  visit  note  for  10/18/07 
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The  agency  failed  to  ensure  that  all  SN  visit  notes 
were  in  the  clinical  record  as  per  the  agency 
policy  and  procedure. 

Patient  #8  was  admitted  to  the  agency  on 
10/18/07  with  diagnoses  including  Diabetes 
Mellitus,  Long  Term  Use  on  insulin,  Chronic 
Obstructive  Airway  and  Schizophrenia. 

The  Plans  of  Care  dated  10/17-12/15/07  ordered 
SN  two  (2)  x  day  to  Monitor  Blood  Sugars  and 
administer  sliding  scale  Insulin  coverage.  The 
orders  also  included  to  administer  Albuterol 
nebulizer  treatment  2  x  day. 

The  record  lacked  skilled  Nursing  visit  notes  for  the 
following  days:  10/23/07  AM,  10/24/07  AM.  1 1/03/07 
AM,  1 1/04/07  AM  &  PM  .  1 1/05/07  PM,  1 1/08/07  AM 
&PM,and  1 1/09/07  AM. 

On  1 1/26/07  at  2:30  PM,  the  Administrative  staff 
wereinformed  of  the  survey  findings  and  were  provided 
an  opportunity  to  provide  and  explanation. 

On  1 1/27/07,  the  agency  provided  some  of  the 
missing  visit  notes  from  October  2007  but  could 
not  provide  an  explanation  for  the  remainder  of 
the  SN  visit  notes  not  being  in  the  clinical  record. 

On  1 2/06/07  at  1 :30PM,  the  agency  submitted 
the  certified  record  to  the  Central  lslip  office.  The 
agency  included  a  supplemental  documents 
folder  which  included  Skilled  Nursing  visit  notes 
for  10/24/07  AM,  1 1/03/07  AM.  1 1/04/07  AM  & 
PM.  1 1/05/07  PM,  1 1/08/07  AM  &  PM,  and 
1 1/09/07  AM. 

G236 

.KM  CMS-2567  (02-99)  Previous  Versions  Obsolete  Event  ID:  1RUI I     Facility  ID:  4706A  If  continuation  sheet  Page  85  of  89 

Amended  x  '■ 


DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 
CENTERS  FOR  MEDICARE  AND  MEDICAID  SERVICES 


PRINTED:  12/26/2007 
FORM  APPROVED 
OMB  NO.  0938-0931 


STATEMENT  OF  DEFICIENCIES 
ND  PLAN  OF  CORRECTION 


(X 1  )PROVIDER/SUPPLIER/CLlA 
IDENTIFICATION  NUMBER: 

337301 


(X2)  MULTIPLE  CONSTRUCTION 
A.BUILDING   " 


B.  WING. 


(X3)  DATE  SURVEY 
COMPLETED 

12/27/2(107 


NAME  OF  PROVIDER  OR  SUPPLIER 

AMER1CARE  CERTIFIED  SPECIAL  SERVICES  SUB-UNITS 


(X4)in 

PREFIX 
TAG 


G  236 


SUMMARY  STATEMENT  OF  DEFIENC1ES 
(  EACH  DEFTENCY  MUST  BE  PRECF.EDED  BY  PULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


Continued  Prom  page  85 

•The  agency  failed  to  ensure  that  all  SN  visit  notes 
were  in  the  clinical  record  as  per  the  agency 
policy  and  procedure 

Patient  #18  was  admitted  to  the  agency  on 
10/25/07  with  diagnoses  Cellulitus  and 
Depressive  Disorder. 

The  plan  of  Care  date  10/25/07-12/23/07 
documents  orders  for  SN  daily  for  nine  (9)  days 
and  one  (I)  every  other  week  for  wound  care  on 
Right  Plantar  and  supervision  of  aide  every  two 
(2)  weeks. 

The  record  lacked  orders  for  Home  Health  Aide 
services  yet  the  record  included  duty  sheets  for 
Home  Health  Aide  services  on  tiie  following  days: 
10/27-  10/28,  11/03-11/04  and  11/10-11/11/07. 

The  record  documented  that  the  Home  Health 
Aide  was  placed  on  this  case  on  10/27/07. 

On  1 1/26/07  at  2:30  Prri,  the  Administrative  staff 
were  informed  of  the  survey  findings  and  were 
given  an  opportunity  to  provide  and  explanation. 

On  1 1/27/07,  the  agency  provide  a  Physician 
Supplemental  Orrders  dated  1 1/24/07  (which  was 
after  the  survey  was  in  progress)  for  certification 
period  dated  10/25-12/23/07:  "Please  note 
omission  of  HHA  services  10/25/07  485;  Pt 
(Patient)  with  HHA  services  as  of  SOC  (Start  of  Care) 
10/25  7D  x  2H  x9  weeks  to  assist  with  Personal,  ADL 
(Activities  of  Daily  Living)  care". 

During  an  interview  with  the  Nursing  Supervisor 
on  1 1/27/07  at  1 1 :45  AM.  the  Nursing  Supervisor 
was  unable  to  provide  and  explanation. 
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During  interview  with  the  Direct  of  Patient  Services 
(DPS)  of  Wcstbury  on  1 1/27/07  at  1 1 :00AM,  the  DPS  ' 
stated  that  "nursing  and  therapy  notes  are  required  to 
be  submitted  to  the  agency  with  the  week." 

There  was  no  explanation  for  the  agency's  failure  to 
have  the  Physician's  Supplemental  Order  in  the  clinical 
record  until  the  agency  was  informed  of  the  findings. 

Patient  #3  was  admitted  to  the  agency  on  02/16/07  with 
a  diagnoses  of  Coronary  Atherosclerosis,  Congestive 
Heart  Failure,  Lower  Leg  Injury,  and  Hypertension 

The  Plan  of  Care  dated  1 0/14- 1 2/1 2/07  orders:  "Skilled 
Nursing".  2  Day  60  (twice  daily  for  60  days)  to 
administer  wound  care  to  left  leg  and  Home  Health 
Aide  (HHA)  services  were  ordered  five  (5)  days  per 
week  x  two  (2)  hours  a  day  x  nine  (9)  weeks. 

The  clinical  record  lacked  documentation  of  Skilled 
Nursing  visits  on  10/14-10/19  AM  and  PM  visits. 
10/20  AM  visit.  10/22-10/23  AM  visits.  10/24-  10/29 
AM  and  PM  visits.  J  0/30  -  10/31  PM  visits,  and  1 1/02 
and  1 1/04/07  PM  visits. 

On  1 2/06/07  the  agency  submitted  the  certified  record 
to  the  Central  lslip  office.  The  agency  included  a 
supplemental  folder  which  included  SN  visit  notes  for 
1 0/28  PM  and  1 1  /04/07  AM/ 

The  ageiicy  failed  to  ensure  that  SN  notes  were  in  the 
clinical  record  as  per  the  agency  policy  and  procedure. 


STREET  ADDRESS.  CITY.  STATE.  ZIP  CODE  , 
i>00  MERCHANTS  CONCOURSE  SUITE  LL-15 
WESTHURY,  NY  115V0 


ID 
PREFIX 
TAG 


G  236 


PROVIDER'S  PLAN  OFCORRECTION 
{EACH  CORRECTIVE  AC  TION 

SHOULD  BE 
CROSS-REFERENCED  TO  THE 
APPROPRIATE  DEFIENCY) 


FORM  CMS-2SG7  (02-99)  Previous  Versions  Obsolete 


Event  ID:  1 KIJ 1 1     Facility  ID:  4706A 


[f  continuation  sheet  Page  87  of  89 
Amended  x  I 


DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 
CENTERS  FOR  MEDICARE  AND  MEDICAID  SERVICES 


PRINTED:  12/26/2007 
FORM  APPROVED 
OMB  NO.  0938-0931 


.  ATEMENT  OF  DEFICIENCIES 
AND  PLAN  OF  CORRECTION 


(XI) 

PRO  V IDKR/S  UPPLIER/CL1A 
IDENTIFICATION  NUMBER: 

337301 


(X2)  MULTIPLE  CONSTRUCTION 

A.  BUILDDMG  

B.  WING  


(X'i)  DAITi  SURVLY 
COMPLETED 

12/27/2007 


NAME  OF  PROVIDER  OR  SUPPLIER 

AMER1CAKE  CERTIFIED  SPECIAL  SERVICES 


(X4)  ID 
PREFIX 
TAG 


G236 


SUMMARY  STATEMENT  OF  DEFIENCKS 
(  EACH  DEFIENCY  MUST  BE  PRECEEDED  BY  FULL 
REGUI-A  TORY  OR  LSC  IDENTIFYING  INFORMATION) 


Continued  From  page  87 

Patient  #7  was  admitced  to  the  agency  on  05/19/07 
with  a  diagnoses  of  Diabetes  Mellitus  Type  2 
Schizoaffecivc  disorder,  and  Hypertension. 

The  Plans  of  Care  dated  09/16  -1 1/14/17  and  1 1/15/07 
-  01/13/08  ordered  Skilled  Nursing  for  fingerstick  and 
to  administer  Insulin. 

The  clinical  record  did  not  include  documented 
evidence  of  and  order  for  blood  sugar/fmgerstick 
parameters  for  0916/07  -  01/13/08.  (Refer  G 158) 

On  12/06/07,  a  certified  copy  of  the  clinical  record  was 
received  at  the  Central  Islip  DOH  office.- Upon  review, 
the  record  contained  a  "  Physician  Supplemental 
Orders''  dated  09/16/07  documenting  a  correction  to 
485  of  9/16/07  -  1 1/14/07  ordering  '  Novolin  Regular 
sliding  scale  coverage  0-2OO  no  coverage,  201-250=2 
units,  25 1-300  =  4  units,  etc..''  These  orders  remained 
unsigned  by  the  physician.  The  medication  profile  docs 
not  reflect  an  order  for  Novolin  Regular  Insulin 
coverage. 

ltie  clinical  record  lacked  documentation  that  the 
patient  is  to  receive  Insulin  coverage.  This  information 
was  not  requested  from  the  agency  and  there  is  no 
explanation  for  this  additional  information  in  the 
clinical  record. 

The  agency  Policy  and  Procedure  entitled:  "Patient 
Record  Maintenance  and  Access  Policy"  effective 
"6/13/97"  documents  the  following  under  the  area 
titled  "Procedures:  Medical  Record  Maintenance  and 

Storage  ."  ."  3.  All  Clinical  documentation  will  be 

filled  into  the  patient  record  within  10  days  of  receipt 
by  the  agency.'' 
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The  agency  staff  could  not  provide  an  explanation  for 
the  agency's  failure  to  maintain  complete  clinical 
records  and  to  follow  the  agency  's  Policy  and 
Procedure  for  Patient  Record  Maintenance. 
484.55  (c)  DRUG  REGIMEN  REVIEW 

The  comprehensive  assessment  must  include  a  review 
of  all  medications  the  patient  is  currently  using  in  order 
to  identify  any  potential  adverse  effects  and  drug 
reactions,  including  ineffective  drug  therapy, 
significant  side  effects,  significant  drug  interactions,  ■ 
duplicate  drug  therapy,  and  noncompliance  with  drug 
therapy. 

This  STANDARD  is  not  met  as  evidenced  by:  Based 
on  clinical  record  review,  home  visits,  review  of 
agency  Policies/Procedures  and  staff  interview,  the 
agency  failed  to  ensure  that  the  comprehensive 
assessment  included  a  complete  and  accurate 
assessment  of  the  patient  medication  regime  in  eleven 
(1 1)  of  nineteen  (19)  records  reviewed  and  six  (6)  of 
eight  (8)  home  visits  (HV).  ( 

The  agency's  failure  to  ensure  that  the  comprehensive 
assessment  included  a  review  of  the  patient  medication 
regime  places  all  patients  at  risk  for  poor  patient 
outcomes. 

Findings  include: 


Refer  G156,  G158,  G168,  G173,  and  G176 
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Americare  CSS  will  ensitic  that  the 
nursing  staff  initiates'the  POC  and 
revises  tlie  PCX:  as  needed  to  meet  nil . 
active  patient  needs.  American:  CSS 
will  provide  an  in-depth  in-semce  to  all 
ACFmirscs  by  January  31.  2008.  " 

American:  CSS  has  reviewed  and  revised 
the  Patient's  Plan  of  Cart  with  the 
patient's  physician  on  nil  active 
patient'.',  including  (Patients  #1  HV.  #3 
HV.  #4  HV.  #5  HV.  #6.  #10.  #1 ! .  #14 
HV,  #16,  #17  HV,  and#19)as  evidenced 
by  written  progress  notes  and  interim 
physician  orders  in  the  clinical  record. 
This  was  done  to  ensure  that  the  patient 
Is  receiving  current  care,  medications 
and  treatment. 

On  a  monthly  basis  American:  CSS  will 
obtain  a  copy  of  the  Adult  Care  Facility 
medication  administration  record  (MAR) 
lor  all  active-  paticnl<.  the  nurses  will 
check  the  MAR  against  the  ACF 
administration  record  .  485  and 
medication  profile  on  weekly  basis  for 
changes  to  medication  regime  via 
consultation  with  ACF  staff.  Changes 
will  be  verified  with  the  MD  as 
evidenced  by  an  interim  order. 

American;  CSS  Supervisors  wifl  make 
weekly  supervisory  visits  to  all  the 
Adult  Care  Facilities  to  ensure  that  the 
American:  nurses  are  reviewing 
medication  mid  treatment  orders  and 
onsitring  that  cham:es  an:  timely  noted. 
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484.55  (c)  DRUG  REGIMEN  REVIEW 


G337 


American:  CSS  superv  isors  will  review 
1 0%  of  tilth  Adult  Cart  Facility  patient 
records  on  a  monthly  basis.  Based  on  the 
finding's  ongoing  education  will  bike 
place  and  the  audit  results  will  be  placed 
in  the  nurses  personnel  record  to  be 
reflected  on  their  annual  performance 
evaluation. 


PI'S  for  each  branch  office  will 
provide  oversight  and  responsible  to 
enforce  regulation  and  tu  ensure  th:it 
deficiencies  do  not  re-nccur,  DPS  will 
report  to  the  Administrator/Governing 
Body  on  a  weekly  basis.  Amcricare 
CSS  Administrator/Governing  Body 
will  ensure  thill  the  required  education 
and  in-setyices  take  place  tmd  the 
Agency's  have  the  continued  support  to 
resolve  all  identified  deficiencies  and 
prevent  any  reoccurrences  of  deficient 
practices.  The  Administrator  will  report 
her  findings  to  the  VP  of 
Operations/Governing  Board 


Feb.  6, 2008 
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STATE  OF  NEW  YORK 

DEPARTMENT  OF  HEALTH 

Metropolitan  Area  Regional  Office  90  Church  Street,  New  York,  NY  10007 


Richard  F.  Daines 
Commissioner " 


C  December  27,  2007 


Camjlle  Svqger 
Direcfbr  of  Patient  Services 
Metrocare  Givers,  Inc 
32$  GoltfStreet,  3rd  Floor 
Brooklyn NY  11201 


Re:   Response  to  Plan  of  Corrections 
Survey  Date:  October  24th  2007 
License:  9773L001 


Dear  Ms.  Singer:  > 

Please  be  advised  that  the  plan  of  correction  relating  to  the  recent  Article  36,  survey  of  your 
agency  have  been  reviewed  by  this  office. 

All  items  were  found  to  be  acceptable  and  it  is  expected  that  you  will  implement  this  plan  within 
the  time  frames  that  were  submitted.  A  post  approval  review  will  be  conducted  to  verity  the 
correction  of  deficiencies. 

If  you  have  any  questions  regarding  this  matter,  please  contact  (212)  417-5888. 
Sincerely, 


"Cheryl  Phoenix-Tannis,  RN.  MSN,  CS 
Program  Manager 

Home  Health  and  Hospices  Services 
Metropolitan  Area  Regional  Offices 
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H  000  j  Initial  Comments 


j  A  Full  survey  was  conducted  on  10/24/07  at 
|  MetroCare  Givers  Inc. 

.  ',  Six  (6)  Patient  records  were  reviewed  and  are 

i  identified  as  Patients  #1^6. 

i 

!  Six  (6)  Personnel  Records  were  reviewed  and 
j  are  identified  as  Employees  #1-  #6. 

i 

H  222;  766.1(a)(8)  Patient  rights 

j 

!  Section  766.1  Patient  rights. 
I  • 
j  (a)  The  governing  authority  shall  establish  written 
i  policies  regarding  the  rights  of  the  patient  and 
shall  ensure  the  development  of  procedures 
implementing  such  policies.  These  rights, 
policies  and  procedures  shall  afford  each  patient 
the  right  to: 


ID 
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!  (8)  voice  complaints  and  recommend  changes  in 
policies  and  services  to  agency  staff,  the  New 
York  State  Department  of  Health  or  any  outside 
representative  of  the  patient's  choice.  The ' 
expression  of  such  complaints  by  the  patient  or 
his/her  designee  shall  be  free  from  interference, 
coercion,  discrimination  or  reprisal. 


This  Rule  is  not  met  as  evidenced  by: 

Based  on  record  review  and  staff  interview,  the 
agency  failed  to  provide  the  patients  accurate 
j  telephone  contact  information  to  lodge  a 
j  complaint  with  the  New  York  State  Department 

t  of  Health. 

i 

!  Failure  to  provide  accurate  contact  information 
j  places  patients  at  risk  for  not  being  afforded  their 
right  to  lodge  a  complaint  with  the  New  York 


H000 
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PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


I  (XS) 
t  COMPLETE 
)  DATE 


Corrective  action  to  be  accomplished  for  those  patient^ 
found  to  have  been  affected  by  the  deficient  practice.  I 
Immediatley  following  the  October  24,  2007  survery  by  the 
New  York  State  Department  of  Health  (NYS  DOH),  the 
Director  of  Patient  Services  (DPS)  contacted  the  (NY3 
DOH)  to  verify  the  correct  information  for  palients/careigivers 
who  want  to  voice  complaints  or  recommend  changes 
in  policies  to  the  NYS  DOH.  The  information  was  verified 
as  follows:  NYS  DOH  complaint  hotline  telephone  : 
#  (212)417-5888;  available  10am  to  4pm  on  all  state  i 
business  days.  | 

The  DPS  also  reviewed  the  Patient  Bill  of  Rights  to  ensure  I 
it  includes  accurate  contact  information  for  the  NYS  DOH  j 
complaint  hotline.  See  Patient  Billof  Rights  (enclosure  1).  i 
The  'Client  Manual"  has  been  updated  to  reflect  the  correct  j 
information  to  contact  the  NYS  DOH.  See  page  2-3  Client  | 
Manual  (enclosure  2)  i 
All  active  clients  and  clients  discharged  after  the  date  of  j 
the  NYS  DOH's  complaint  hotline  telephone  number  change  j 
will  be  mailed  a  letter  of  explanation  along  with  a  copy  of  j 
the  Bill  of  Rights  and  the  revisions  to  the  Client  Manual. 
The  DPS  will  call  ail  clients  to  ensure  they  received  the  ■ 
documents  and  answer  any-qu^stions.  this  contact  will 
be  documenisd-m  HIS  tllflrrt:EjB^Drds  and  will  be 
competea/6y  January  4,  200J 
The  DPS  educated  IheJieltfstaff  in  the  accurate 
contact  information  for  the  NYS  DOH  complaint 
hotline  (December  18, 2007).  The  Registered  Nurse 
Field  Supervisor  (RNFS)  will  review  the  patient  Bill  of 
Rights  and  the  Client  Manual  for  accurate  contact 
information  for  the  NYS  DOH  complaint  hotline  during 
the  client's  next  scheduled  visit.  The  RNFS  will  answer 
any  questions  the  client  has  regarding  the  complaint  process: 
To  be  completed  within  3  months  (March  20. 2008) 

2.  How  other  patients  having  the  potential  to  be  affected 
by  the  same  deficient  practice  will  be  identified  and  what 
corrective  action  will  be  taken. 
New  patient  packets  will  be  reviewed  by  the  DPS  to 
ensure  they  contain  accurate  NYS  DOH  complaint  hotline 
contact  information.  The  RNFS  will  insure  accurate 
NYS  DOH  complaint  hotline  contact  information  is  provided 
to  all  new  admissions  by  reviewing  the  Client  Manual  and 
the  Patient  BUI  of  Rights  with  all  new  admissions. 
Effective  immediately  and  ongoing. 

3.  What  measures  will  be  put  in  place  or  what  systematic 
changes  will  be  made  to  ensure  that  the  deficient  practice! 
does  not  recur. 
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Continued  From  Page  1 
State  Department  Of  Health. 
The  findings  are: 

The  agency:  "  Client  Manual"  documents  the 
following  information  on  page  2-3:  " 
"Should  you  not  be  satisfied  with  the  outcome, 
you  may  file  your  complaint  or  grievance  with  the 
New  York  State  Department  of  Health,  (212) 
268-6406. 

The  documented  number  is  not  the  correct 
information  to  contact  the  New  York  State 
Department  of  Health. 

The  agency "  Bill  of  Patient  Rights "  documents 
the  following  information  on  page  1,  item  #11:  " 

 Have  your  complaints  heard,  reviewed,  and 

if  possible  resolved  and  recommend  changes  in 
policies  and  services  to  the  agency  staff,  the 
governing  authority  and  the  New  York  State 

Department  of  Health  (xxx-xxx-xxx)  " 

There  is  no  documented  evidence  of  the  current 
telephone  number. 

On  10/24/07  at  3:50PM,  the  Director  of  patient 
services  was  interviewed  and  stated  that  she 
was  not  aware  we  moved. 

766.3(d)  Plan  of  care 
766.3  Plan  of  care. 

The  governing  authority  or  operator  shall  ensure 
that: 


H  222 


(d)  the  plan  of  care  is  reviewed  and  revised  as 
frequently  as  necessary  to  reflect  the  changing 
care  needs  of  the  patient,  but  no  less  frequently 
than  every  six  months; 


H408 


The  DPS  is  responsible  to  ensure  ali  information  in 
the  Patient  Bill  of  Rights  and  the  Client  Manual  is 
updated  as  needed.  When  an  update  is  indicated 
the  DPS  will  update  the  appropriate  form  (i.e.,  Bill  of 

Rights  or  Client  Manual,  etc.)  and  archive  the  out  of 
date  form.  The  DPS  will  educate  the  RNFS  and  establish 
an  implementation  date.  The  RNFS  will  be  responsible' 
to  educate  the  clients  to  the  new  information  and  provice 
them  with  updated  forms.  During  the  quarter  following  he 
implementation  date  the  DPS  will  conduct  an  audit  to  ensure 
that  the  accurate  information  is  being  provided  to  the  cl  ents. 

This  will  occur  immediately  and  ongoing. 

4.  How  the  corrective  action  will  be  monitored  to  ensur^  the 
deficient  practice  will  not  recur. 
DPS  will  conduct  an  audit  of  100%  of  active  client  rosteV  on 
a  quarterly  basis  to  ensure  all  records  have  been  updated 
to  include  the  accurate  telephone  contact  information  fpr 
clients  to  lodge  a  complaint  with  the  NYS  DOH.  The  results 

!  of  the  audit  will  be  reported  by  the  DPS  to  the  Performance 
'  Improvement  (PI)  Committee  at  the  quarterly  PI  meetin:. 

Effective  immediately  and  ongoing.  This  information  w(ll 

be  reported  to  the  Governing  Authority. 

5.  Responsible  Party  (s):  Director  of  Patient 
Services,  R.N.  Field  Supervisor 


1.  Corrective  action  to  be  accomplished  for  those  patieijits 
found  to  have  been  affected  by  the  deficient  practice. 

-  Patient  #5.  An  RN  visit  will  be  performed  to  assess 
the  patient  and  the  need  for  PT/OT  therapy. 

-  The  result  of  assessment  will  be  phoned  to  patient's 
MD  for  appropriate  referrals. 

2.  How  other  patients  having  the  potential  to  be 
affected  by  the  same  deficient  practice  wili  be 
identified  and  what  corrective  action  will  be  taken. 

All  patient  records  will  be  reviewed  to  ensure  all  ordere  d  services 
are  addressed  and  reflected  in  the  medical  orders 
assessments  and  care  plans  where  appropriate. 

A  nursing  visit  will  be  performed  if  the  patient  record  has.  

any  discrepancies  in  what  is  ordered  and  what  is  documented.  " 

By  Director  of  Nursing  and  Field  nurse  supervisor.         >  1 
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H  408 .  Continued  From  Page  2 


i  (1)  each  review  shall  be  documented  in  the 
!  clinical  record;  and 

|  (2)  agency  professional  personnel  shall  promptly 

alert  the  patient's  authorized  practitioner  and 
s  other  affected  care  providers  to  any  significant 
!  changes  in  the  patient's  condition  that  indicate  a  . 
!  need  to  alter  the  plan  of  care, 
j  . 

!  This  Rule  is  not  met  as  evidenced  by. 
Based  on  record  review  and  interview,  the 
agency  failed  to  ensure  that  the  plan  of  care 
;  reflected  all  the  ordered  services  that  the  patient 
|  was  receiving.  This  was  evident  for  one  91)  out 
I  Of  six  (6)  patient  charts  reviewed.  (Patient  #5). 

i  Failure  to  include  all  ordered  services  places  the 
|  patient  at  risk  for  poor  quality  of  care. 

|  The  findings  are: 

;  Patient  #1.  has  diagnoses  which  include  Seizure 

i  Disorder,  Osteoporosis  and  Hypothyroidism. 

i 

:  The  medical  order  dated  2/10/06  documents.".... 
;  Continue  physical  therapy  in  patient '  s  home  2  x 
;  a  week  for  gait  balance,  strengthening.  Physical 
;  Therapy  to  evaluate  again  for  above  on  2/20/06." 

•  There  is  no  documented  evidence  that  Physical 
i  Therapy  was  initiated. 

|  On  10/24/07  at  4PM,  the  Director  of  Patient 
'Services  was  interviewed  and  was  unable  to 
[  provide  an  explanation  for  the  finding. 


H  514  ;  766.4(d)  Medical  orders 


766.4  Medical  orders. 


I 


H408 
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What  measures  will  be  put  in  place  or  what  systematic : 
changes  will  made  to  ensure  that  the, deficient  practice , 
does  not  recur. 

-At  the  times  of  admission,  RN3  month  assessment  and 

RN  as  needed  assessments  the  RN  performing  the 

assessment  will  review  all  ordered  services  and  ensure 

they  are  reflected  and  followed -up  patients  record. 

4.  How  the  corrective  action  will  be  monitored  to  ensure 

the  deficient  practice  will  not  recur. 

-  The  Director  of  patient  services  or  RN  field  supervisor 

will  review  all  charts  of  newty  admitted  patients,  patients 

who  have  had  a  3  month  or  prn  assessment  one  week 

after  the  Rn  has  made  the  visit  to  ensure  compliance  I 

with  the  above  plan  of  correction. 

On  November  15th,  2007  and  ongoing. 

The  results  of  the  audit  will  be  reported  by  the  DPS 
to  the  Performance  Improvement  (PI)  Committee 
at  the  quarterly  PI  meeting,  i^sr-t- 


■6c  tut-'  &  n^^^h^  $rfsjts£L-t~is:^-j 


1.  Correction  action  to  be  accomplished  for  those  patients 
found  to  be  have  been  affected  by  the  deficient  practice. 
:-  Physican  of  patient  #1  will  be  telephoned  and  the  NYSDOH 
(regulation  of  thirty  day  MD  signatures  will  be  discussed. and 
[reviewed  to  ascertain  ways  MD  orders  can  be  signed  j  
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(d)  Medical  orders  shall  reference  all  diagnoses, 
medications,  treatments,  prognoses,  and  other  . 
pertinent  patient  information  relevant  to  the 
agency  plan  of  care;  and 

(1)  shall  be  authenticated  by  an  authorized 
practitioner  within  thirty  (30)  days  after  admission 
to  the  agency;  and 

(2)  when  changes  in  the  patient's  medical  orders 
are  indicated,  orders,  including  telephone  orders, 
shall  be  authenticated  by  the  authorized 
practitioner  within  thirty  (30)  days. 

This  Rule  is  not  met  as  evidenced  by: 
Based  on  record  review  and  interview,  the 
agency  failed  to  ensure  that  medical  orders  were 
signed  within  30  days.  This  was  evident  for  one 
(1)  out  of  six  (6)  records  reviewed.  (Patients  #1). 

Failure  to  ensure  that  medical  orders  are  signed 
within  30  days  place  the  patient  at  risk  for  poor 
quality  of  care. 

The  findings  are: 

Patient  #1  has  diagnoses  which  include: 
Pigmentation  Retinitis,  History  of  bilateral 
Inguinal  Hernia,  Asthma  and  Bilateral  lower  leg 
Varicosities. 

The  agency:  "  Home  Health  Certification  and 
Plan  of  Treatment  "  from  5/3/06-1 1 /3/06  was 
signed  by  the  physician  on  6/27/07. 

On  10/30/07  at.4PM  the  Director  of  Patient 
Services  was  interviewed  and  stated  "  I  found 
that  it  was  not  done." 
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and  returned  in  a  timely  manner  by  1/10/2008.  | 

2.  How  other  patients  having  the  potential  to  be  affected 
by  the  same  deficient  practice  will  be  identified  and  j 
what  corrective  action  will  be  taken.  j 

-  All  patient  active  records  will  be  reviewed  for  outstanding 
MD  signatures.  All  outstanding  orders  will  be  faxed  to  the 
physician's  office  with  a  request  for  an  immediate  signing 
and  re-faxing.  If  there  is  one  week  remaining  for  order;  to  be 
signed,  an  RN  wil!  personally  visit  the  phsycians  office 

to  obtain  the  md's  signature. 

By  the  Director  of  Patient  Services  and  RN  field  supervisor.  . 
By  1/4/08.  • 

3.  What  measures  will  be  put  in  place  or  what  systemafic 
changes  will  be  made  to  ensure  that  the  deficient 
practice  does  not  recur'. 

-  Starling  immediately  all  physician's  office  for  timely 
signatures  within  30  days.  !f  there  is  one  week  remaining 
for  orders  to  be  signed  an  RN  will  personally  visit  : 
the  physicians  office  to  obtain  the  signature  after  j 
calling  to  be  sure  the  physician  is  there.  If  physician 
is  not  in  the  office  at  that  time  an  appointment  will 
be  made. 

By  Director  of  patient  services  and  RN  field  supervisor! 

4.  How  the  corrective  action  will  be  monitored  to  ensure 
the  deficient  practice  will  not  recur.  ] 

-  The  Director  of  Nursing  will  formulate  a  list  < 
of  MD  orders  to  be  signed  within  30  days  and  will  review 
it  daily  to  be  sure  orders  are  received  and  signed  i 
in  a  timely  manner.  j 
By  Director-of-PatieriLServces  and  RN  field  supervisor. 

rTecember  17th,  "20P^  ■  \ 

resttfts-ef+hlslSview  will  be  reported  by  the  DPS.  ; 
to  the  Performance  Improvement  Committee  (PI)  at  the 
quarterly  PI  meeting,  &r~{~  i^yL^p^^-  k-  I 
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766.5(b)(2)  Clinical  supervision  ' 

766.5  Clinical  supervision.  The  governing 
authority  shall  ensure  for  ail  health  care  services 
that: 


(b)  all  staff  delivering  care  in  patient  homes  are 
adequately  supervised.  The  department  shall 
consider  the  following  factors  as  evidence  of  1 
adequate  supervision: 


(2)  staff  are  assigned  to  the  care  of  patients  in 
accordance  with  their  licensure,  and  their 
training,  orientation,  and  demonstrated  skills.  ' 

This  Rule  is  not  met  as  evidenced  by: 
Based  on  record  reviews  and  interview  the 
agency  failed  to  ensure  that  supervision  was 
provided  for  employees  while  the  results  of  the 
criminal  history  record  check  are  pending.  This 
was  evident  for  two  (2)  out  of  six  (6)  employee 
records.  (Employees*  1  and  #6). 

Failure  to  ensure  that  supervision  was  provided 
as  required  place  the  patient  at  risk  for  unsafe 
and  poor  quality  of  care. 

The  findings  are:' 

1)  The  personnel  record  for  Employee  #1  (Home 
Health  Aide)  documents  a  hire  date  of  "6/5/07". 
The  personnel  record  documents  evidence  of  a  " 
fingerprint  rejection"  letter  dated  7/10/07  and  a  " 
Criminal  History  Record  Check  Resubmission 
Form"  dated  7/17/07. 

There  is  no  documented  evidence  of  weekly 
supervision  from  the  time  of  hire  to  the  date  of 
the  rejection  letter  and  from  the  resubmission  of 
the  fingerprints  to  the  present  date. 
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766.5  (b)  (2)  Clinical  Supervision 

1:Correclive  action  to  be  accomplished  for  (hose  ! 
employees  found  to  have  been  affected  by  the  deficien  practice. 
-  Bi-weekly  RN  visits  notes  and  daily  telephone  call  logs;  for 
employees  1  &  6  were  requested  of  the  RN  field  supervisor 
and  the  staffing  coordinator.  Bi-weekly  RN  visit  notes  and 
telephone  logs  are  now  in  the  personnel  of  employees  1  &  6 
(copies  attached).  Policy  and  Procedure  for  Criminal  History 
Background  checks  was  reviewed  by  the  OPS  and  also 
reviewed  and  reinforced  with  RN  field  supervisor  and  staffing 
coordinator. 

2.  How  other  patients  having  the  polential  to  be 
affected  by  the  same  deficient 

practice  will  be  identified  and  what  corrective  action  will  v 
be  taken.  . 

-Records  of  all  employees  who  have  not  had  their 
criminal  history  background  check  will  be  reviewed  by  DPS. 
Any  lapses  in  RN  visits'or  phone  calls  wilt  be  remedied 
immediately.  An  RN  will  schedule  the  needed  visit  with! the 
patient  for  the  next  day  and  a  telephone  will  be  made  by  OPS 
to  the  patient's  home.  j 
Effective:  Immediately  by  November  16th,  2007  ' 
by  RN  field  supervisor  and  OPS  j 
-All  employees  with  criminal  history  background  , 
checks  outstanding  will  continue  to  have  an  RN  visit  bi-weekly 
and  alternately  a  telephone  call  by  the  staffing  coordinator 
to  the  patient's  home  until  a  disposition  is  made  with  the 
return  of  their  criminal  history  background  check. 
Effective:  Immediately  and  ongoing  by 
OPS  and  RN  field  supervisor. 

3.  UWhat  measures  will  be  put  in  place  or  what 
systematic  changes  will  be  made  to  ensure 
that  the  deficient  practice  does  not  recur. 
-□Starting  immediately  documentation  of  RN 
supervisory  visits  will  be  submitted  weekly  to  the  OPS  tjy 
field  nurse  supervisors.  RN  Field  supervisors  will  be  in-serviced 
on  this  new  procedure  by  November  16,  2007.  If  RN  supervisory 
visits  are  not  submitted  weekly  RN  Field  Supervisor  will  be 
telephoned,  Policy  &  Procedure  will  be  reinforced  by  the 

OPS  RN  will  be  requested  to  do  supervisory  visit  immediately. 
Supervisory  note  can  either  be  faxed  or  RN  must  bring! 
personally  to  the  agency.  All  faxed  notes  must  have  the 
original  submitted  to  the  OPS  by  the  end  of  the  week,  j 
Telephone  logs  will  be  reviewed  by  the  OPS  to  satisfy  faff 
site  observation  requirements  weekly.  If  required  telephone 
call  to  patient's  home  are  found  to  be  lacking,  staffing  x 
coordinator  will  have  Policy  &  Procedure  reinforced  anc 
call  will  be  made  to  patient'9  home  by  OPS.  Immediate 
and  on-going  by  OPS  and  RN  Field  Supervisor. 
4.OH0W  the  corrective  action  will  be  monitored  to 
ensure  the  deficient  practice  will  not  recur. 
-□Employee  records  wiil  be  audited  weekly  to 
ascertain  timely  documentation  is  placed  in  the  employee 
records.  Immediately  and  ongoing  by  OPS  and  field 
nurse  supervisor. 
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Continued  From  Page  5 


2)  The  personnel  record  for  Employee  #6  ( 
Home  Health  Aide)  documents  a  hire  date  of 
"6/7/07'. 

The  personnel  record  documents  evidence  of  a 
"fingerprint  rejection"  letter  dated  "7/10/07"  and  a 
"Criminal  History  Record  Check"  resubmission 
form  dated  "7/24/07".  The  personnel  record 
does  not  include  documented  evidence  of  weekly 
supervision  from  the  time  of  hire  to  the  date  of 
the  rejection  letter  and  from  the  resubmission  of 
the  finger  prints  to  the  present  date. 

On  10/24/07  at  4  PM,  the  Director  of  Patient 
Services  and  the  Human  Resource  Supervisor 
verified  the  findings. 

766.9(1)  Governing  authority 

Section  766.9  Governing  authority.- 

The  governing  authority  or  operator,  as  defined 
in  Part  700  of  this  Title,  of  a  licensed  home  care 
services  agency  shall: 


(I)  appoint  a  quality  improvement  committee  to, 
establish  and  oversee  standards  of  care.  The 
quality  improvement  committee  shall  consist  of  a 
consumer  and  appropriate  health  professional 
persons  including  a  physician  if  professional 
health  care  services  are  provided. The  committee 
shall  meetat  least  four  times  a  year  to: 

(1)  review  policies  pertaining  to  the  delivery  of 
the  health  care  services  provided  by  the  agency 
and  recommend  changes  in  such  policies  to  the 
governing  authority  for  adoption; 

(2)  conduct  a  clinical  record  review  of  the  safety, 


H616 


H1036 


The  results  of  the  audit  will  be  reported  by  the  DPS 
to  the  performance  improvement  (PI)  Committee. 
At  the  quarterly  PI  meeting.  Effective  immediately 
and  ongoing.  This  information  will  be  reported  to  the 
governing  authority. 


H1036  766.9(1)  Governing  Authority 
Section  766.9 

1  .Corrective  action  to  be  accomplished  for  area  found  to  have 
been  affected  by  the  deficient  practice. 
-Metrocare  Givers  has  identified  the  consumer  and  a 
back-up  consumer  (should  the  consumer  not  be  available 
to  attend  a  scheduled  meeting),  to  attend  all  PI  meetings. 
The  DPS  has  discussed  attendance  and  role  of  the 
Consumer  at  Performance  Improvement  meetings. 
Vice  President's  Administrative  Assistant  will  contact 
the  Consumer  and  back-up  Consumer  to  review  the  schedule 
of  upcoming  meetings  and  the  need  of  their  attendance  by 
NovemBer"12r20Q7.  See,sign-in  sheet  for  PI  meeting  of 
^December  10th,  2007>< 
(  2.How  the  poteniiaKol be  affected  by  the  same  deficient 
^jracJicajsuU-beraentified  and  what  corrective  action  will  be  taken 
-The  agency  will  assure  the  presence  of  a  consumer  at 
all  PI  meetings  hence  forth.  Two  weeks  before  quarterly 
PI  meeting  Vice  President's  Administrative  Assistant  will  call 
the  Consumer  and  verify  attendance  at  the  meeting.  -  ■ 
If  Consumer  cannot  attend  the  back-up  Consumer  will  be 
immediately  contacted.  By  VP  Administrative  Assistant 
monthly  and  on-going. 

3.  What  measures  will  be  put  in  place  or  what  systematic 
changes  will  be  made  to  ensure  that  the  deficient  practice 
does  not  recur. 

-All  members  of  the  PI  meeting  have  been  provided  with  ] 
a  calendar  of  2008  PI  meetings  by  VP's  Administrative  I 
Assistant  on  January  31st,  2008  and  will  be  contacted  j"* 
one  month  before  the  date  of  the  next  PI  meeting.  If  Consumer 
cannot  attend  the  back-up  Consumer  will  be  immediately  I 
contacted.  If  back-up  Consumercannot  attend  PI  meeting, 
the  meeting  will  be  re-scheduled  by  Administrative  Assistant 
to  Vice  President  and  DPS.  By  November  12th  2007  and  ongo  ng. 

4.  How  the  corrective  action  will  be  monitored  to  ensure  the 
deficient  practice  will  not  recur. 

-Attendance  at  Performance  Improvement  Committee  will 
continue  to  be  monitored  for  the  attendance  of  the  consumer. 
By  the  Vice  President  and  DPS.  This  information  will  be  reported 
to  the  Governing  Authority. 
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Continued  From  Page  6 

adequacy,  type  and  quality  of  services  provided 
which  includes: 

(i)  random  selection  of  records  of  patients 
currently  receiving. services  and  patients 
discharged  from  the  agency  within  the  past  three 
months;  and 

(ii)  all  cases  with  identified  patient  complaints  as 
specified  in  subdivision  (j)  of  this  section; 

(3)  prepare  and  submit  a  written  summary  of 
review  findings  to  the  governing  authority  for 
necessary  action;  and 

(4)  assist  the  agency  in  maintaining  liaison  with 
other  health  care- providers  in  the  community. 

This  Rule  is  not  met  as  evidenced  by: 
Based  on  record  reviews  and  interview,  the 
agency  failed  to  ensure  that  the  Quality 
Improvement  Committee  meetings  included  a 
consumer,  a  random  record  review  of  patients 
that  are  currently  receiving  services  and  a  review 
of  patients  discharged  from  the  agency  within  the 
past  three  (3)  months  were  discussed. 

Failure  to  ensure  that  the  Quality  Improvement 
Committee  performs  the  required  functions 
places  patients  at  risk  for  poor  quality  services, 
unsafe  and, inadequate  care. 

The  findings  are. 

The  agency  "  Quality  Improvement  Committee 
Meeting  "  minutes  dated  "3/28/06,  6/28/06, 
9/14/06",  does  not  include  documented  evidence 
of  a  consumer  at  the  meetings.  On  the  cover 
sheet  of  the  minutes  dated  "12/19/06,3/8/07 
and  6/27/07",  it  was  documented .  that  the 
consumer  was  absent. 


H1036 


H1036  766.9  (o)  Governing  Authority 
Section  766,9  Governing  authority 

1  .Corrective  action  to  be  accomplished  for  those  areas  found  to 
have  been  affected  by  the  deficient  practice. 
-DPS  will  review  policy  procedure  and  practice  of  quarter^  chart 
reviews.  Director  of  Patient  Services  (DPS)  will  review  3  random 
charts  and  1  discharge  chart  (if  applicable  for  that  quarter 
each  month.  Chart  review  for  quarterly  last  quarter  Performance 
taprovemenHPIhroeetino^re  reflected  in  minutes  of 
HSecember  10tK^OO>Pt~frieeting.  There  were  no  discharges 
for  the  last  quarter. 

2.  How  the  potential  to  be  affected  by  the  same  deficient  practice 
will  be  identified  and  what  corrective  action  will  be  taken. 
-Starting  immediately  the  Director  of  Patient  Services  wiil  fensure 
chart  reviews  of  random  patients  to  ensure  quality  services, 
as  well  as  safe  and  adequate  care  are  incorporated  into  \t  e 
minutes  of  the  quarterly  PI  meetings.  All  Discharging  within 
the  quarter  will  be  reviewed  and  also  be  discussed.  By  ops 
and  ongoing  in  2008. 

3.  What  measures  will  be  put  in  place  or  what  systematic 
changes  will  be  made  to  ensure  the  deficient  practice  doe|s  not  recur. 
-Going  forward  in  2008  the  minutes  of  all  PI  meetings 
wili  be  monitored  for  the  presence  of  random  chart  nevlewk  for 
both  active  and  discharged  patients  for  quality  of  services 
as  well  as  safe  and  adequate  care  provision.  Quarterly  in  2008 
by  Vice  President  and  DPS. 

4.  How  the  corrective  action  will  be  monitored  to  ensure 
the  deficient  practice  wiil  not  recur. 
-The  results  of  the  audit  will  be  reported  by  the  DPS  to  the 
Performance  Improvement  Committee.  Effective  immediately 
and  ongoing.  This  information  will  be  reported  to  the 
Governing  authority. 


STATE  FORM 


0G1X11 


If  continuation  sheet  7  of 


New  York  State  Department  of  Health 


PRINTED:  12/07/201 
FORM  APPROVE 


STATEMENT  OF  DEFICIENCIES 
AND  PLAN  OF  CORRECTION 


(X1)  PROVIDER/SUPPLIER/CLIA 
IDENTIFICATION  NUMBER: 


9773L001 


NAME  OF  PROVIDER  OR  SUPPLIER 
METRO  CARE  GIVERS.  INC. 


(X2)  MULTIPLE  CONSTRUCTION 

A.  BUILDING  *   

B.  WING  


(X3)  DATE  SURVEY 
COMPETED 


10/24/2007 


STREET  ADDRESS,  CiTY,  STATE.  ZIP  CODE 

325  GOLD  STREET 
BROOKLYN,  NY  11201 


(X4)  ID     |  SUMMARY  STATEMENT  OF  DEFICIENCIES  ID 

PREFIX    i         <EACH  DEFICIENCY  MUST  BE  PRECEDED  BY  FULL  PREFIX 
TAG  REGULATORY  OR  LSC  IDENTIFYING  INFORMATION)  :  JAG 


PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


(X5) 
COMPLETI 
DATE 


H1036  Continued  From  Page  7  !  H1036 


The  Qf  meeting  minutes  documents  statistics  for 
Accidents/Incidents,  Patient  Complaints/ 
Grievance  Statistics,  Plan  of  Care/  Duty  Sheets, 
Doctors  orders,  PPD  Testing  Pain  Management, 
Competency  Testing,  Quality  Indicator  (Fall  Risk) 
and  patient  satisfaction. 

There  is  no  documented  evidence  of  random 
patient  record  review. 

There  is  documented  evidence  of  11  patient 
discharges  from  1/07- 6/07.  There  is  no 
documented  evidence  of  discussion  of  these 
discharges  at  the  3/8/07  or'6/27/07  meetings. 

On  10/24/07  at  3:50  PM,  the  Director  of  Patient 
Services  was  interviewed  and  stated  that  they 
"have  not  replaced  the  consumer"  and  that  "after 
the  meetings"  the  Director  of  Patient  Services 
and  the  physician  discuss  patient  records. 


H1 142 !  766.9(o)  Governing  Authority  I  H1142 

i  I 

!  Section  766.9  Governing  authority  \ 


(o)  Health  Provider  Network  Access  and 
Reporting  Requirements.  The  governing 
authority  or  operator  of  an  agency  shall  obtain 
from  the  Department '  s  Health  Provider  Network 
(HPN),  HPN  accounts  for  each  agency  that  it 
operates  and  ensure  that  sufficient, 
knowledgeable  staff  will  be  available  to  and  shall 
maintain  and  keep  current  such  accounts.  At  a 
minimum,  twenty-four  hour,  seven-day  a  week 
contacts  for  emergency  communication  and 
alerts,  must  be  designated  by  each  agency  in  the 
HPN  Communications  Directory.  A  policy 
defining  the  agency '  s  HPN  coverage  consistent 
with  the  agency '  s  hours  of  operation  shall  be 


H1 142  76.9  (o)  Governing  Authority  j 
Section  766.9  Governing  authority 

1.  Corrective  action  to  be  accomplished  for  those  areas 

found  to  have  been  affected  i  ■  ' 

by  the  deficient  practice. 

-  V. P.  and  DPS  reviewed  the  regulations  and  agency  I 
practice  of  the  Health  Provider  Network  (HPN)  in  2006; 
and  a  Policy  .&  Procedure  was  formulated.  Attached  is  a 
copy  of  our  Policy  and  Procedure  for  the  Health  Provider 
Network  (HPN).  This  Policy  and  Procedure  was  presented 
at  the  quarterly  meeting  2006  for  review  and  approval.  This  policy 
and  procedure  was  also  submitted  to  the  Governing  Authority 
that  month  for  review  approval. 

2.  How  other  areas  having  the  potential  to  be  affected  by 
the  same  deficient  practice  will  be  identified  and  what  j 
corrective  action  will  be  taken. 

-The  DPS  will  access  the  Health  Provider  Network  (HRN) 
by  logging  on  to  the  official  HPN  Network  to  be  informed 
of  alerts,  Letters  To  The  Administrator,  changes  and  revisions 
to  the  Criminal  History  Background  Check  Policy's  and 
Procedures,  information  concerning  licensed  home  cafe 
agencies  and  far  communication  during  emergency  situations 
24hrs  a  day  /  7  days  a  week.  That  would  be  10/31/07  and 
ongoing.  To  Metrocare  Givers  will  continue  to  follow  our 
Policy  and  Procedure  for  the  HPN.  Immediate  and  ongoing. 
By  Vice  President  and  DPS. 
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created  and  reviewed  by  the  agency  no  less  than 
annually.  Maintenance  of  each  agency  '  s  HPN 
accounts  shall  consist  of,  but  not  be  limited  to, 
the  following. 

(1)  sufficient  designation  of  the  agency '  s  HPN 
coordinator(s)  to  allow  for  HPN  individual  user 
application; 

(2)  designation  by  the  governing  authority  or 
operator  of  an  agency  of  sufficient  staff  users  of 
the  HPN  accounts  to  ensure  rapid  response  to 
requests  for  information  by  the  State  and/or  local 
Department  of  Health; 

(3)  adherence  to  the  requirements  of  the  HPN 
user  contract;  and 

(4)  current  and  complete  updates  of  the 
Communications  Directory  reflecting  changes 
that  include,  but  are  not  limited  to,  general 
information  and  personnel  role  changes  as  soon 
as  they  occur,  and  at  a  minimum,  on  a  monthly 
basis. 


This  Rule  is  not  met  as  evidenced  by: 
Based  on  record  review  and  interview,  the 
agency  failed  to  develop  and  policy  and 
procedure  for  the  Health  Provider  Network 
(HPN). 

Failure  to  develop  policy  and  procedures  for  the 
agency '  s  HPN  account  fails  to  direct  the  agency 
staff  in  how  to  respond  to  requests  for 
information  by  the  local  health  department, 
management  in  emergency  situations  and  failed 
to  ensure  the  maintenance  of  the  agency  '  s  HPN 
program. 
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3.  What  measures  will  be  put  in  place  or  what  systematic 
changes  will  be  made  to  ensure  that  the  deficient  practice 

does  not  recur.  j 
-The  Director  of  Patient  Services  will  access  the  HPNi 
daily  to  be  informed  of  alerts,  new  requirements  or  changes, 
by  using  her  password  to  tog  on.  A  log  will  be  developed  to 
record  daily  access.  The  DPS  will  develop  and  keep  trie  log. 
The  Vice  President  will  review  the  logs  quarterly.  Begining  2008 

and  ongoing.  HPN  policy  will  be  revised  as  new  or  different 
requirements  are  identified  and  will  be  brought  before  quarterly 
Performance  improvement  meetings  for  discretion,  review, 

and  implementation  as  these  changes  immerge.  The  Policy 
and  Procedure  for  the  Health  Provider  Network  (HPN)iWill  be  I 
reviewed  yearly  by  the  Vice  President  and  Director  of  Patient  Service 
(DPS)  and  all  proposed  changes  and  additions  will  be! 
discussed  at  the  quarterly  Performance  Improvement  meetinqs 
By  December  30,  2007.  f 

4.  How  the  corrective  action  will  be  monitored  to  ensure 
the  deficient  practice  will  not  recur.  ! 
-  All  revisions  or  changes  to  the  HPN  policy  will  be  brought 
to  the  attention  of  the  f 
Quarterly  Performance  Committee  for  discussion  and  ! 
implementation.  And  forward  to  the  Governing  Authority 
for  approval.  2008  and  ongoing  by  Vice  President  and  DPS. 
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■  The  finding  is: 

j 

;  The  agency  policy  and  procedure  manual  did 
j  not  include  documented  evidence  of  a  policy  and 
procedure  for  the  Health  Provide  Network. 


H1142 


|  On  10/24/07  at  .3:30  PM,  the  Director  of  Patient 
|  Services  was  interviewed  and  stated  that  the 


agency  "does  not  have  the  HPN  policies". 


H1338;  766.11(g)  Personnel  .  < 

!  766.11  Personnel.  j 

i  j 

;  The  governing  authority  or  operator  shall  ensure 
;  for  all  health  care  personnel: 


H1338 


I  (g)  that  personnel  records  include  verifications  of 
|  employment  history  and  qualifications  for  the 
duties  assigned  and,  as  appropriate,  signed  and 
dated  applications  for  employment;  records  of 
professional  licenses  and  registrations;  records 
of  physical  examinations  and  health  status 
assessments;  performance  evaluations;  dates  of  ! 
employment,  resignations,  dismissals,  and  other  '! 
pertinent  data  provided  that  all  documentation 
and  information  pertaining  to  an  employee's  j 
medical  condition  or  health  status,  including  such 
records  of  physical  examinations  and  health 
status  assessment  shall  be  maintained  separate  ! 
and  apart  from  the  non-medical  personnel  record  ' 
information  and  shall  be  afforded  the  same  ; 
confidential  treatment  given  patient  medical  i 
records  under  section  766.6  of  this  Part  • 

This  Rule  is  not  met  as  evidenced  by:  i 
Based  on  record  reviews  and  staff  interview  the  j 
agency  failed  to  ensure  that  all  personnel  j 
records  included  verification  of  employment  . 
history.  This  was  evident  for  two  (2)  out  six  (6) 


PROVIDER'S  PLAN  OF  CORRECTION 
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H1338  766.11  (g)  Personnel 

766.1 1  Personnel  j 

1.  Corrective  action  to  be  accomplished  for  those  patients 
found  to  have  been  affected  by  the  deficient  practice. 

-  Fijes  of  employees  1  and  5  reviewed  by  DPS  and  HR 
Personnel  for  correct  process  in  [ 

obtaining  employment  verificationjsee  attached).  Process 
was  reviewed  and  reinforced  to  HR  Personnel  by  DPS: 
By  October  26,  2007.  Re-verification  of  these  2  employees 
was  done  on  10/26/07  by  Human  Resources  Personnel. 

2.  How  other  patients  having  the  potential  to  be  affected  by 

the  same  deficient  practice  will  be  identified  and  what  corrective 
action  will  be  taken. 

-  HR  staff  will  review  all  current  records  to  ensure  correct 
process  for  verification  of  employment  is  documented  in  their 
records.  By  HR  personnel  by  January  31 ,  2008.  ; 

3.  What  measures  will  put  in  place  or  what  systematic  Changes  will  t 
that  the  deficient  practice  does  not  recur. 

-  A  quarterly  audit  of  ali  new  employees  win  be  carried  put 
by  DPS  and  HR  personnel  to  ensure  employment  verification 
process  is  follow-up  and  reflected  in  the  records. 

By  DPS  and  HR  Personnel  in  March  2008  and  ongoing. 

4.  How  the  corrective  action  will  be  monitored  to  ensure  the 
deficient  practice  will  not  recur. 

-  The  results  of  the  audit  wiil  be  reported  by  DPS  at  the,  quarterly 
Performance  Improvement  Committee.  Effective  immediately 
and  ongoing.  This  information  wtli  be  reported  to  the 
governing  authority. 
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Continued  From  Page  10 

records  reviewed. (Employees  #1 ,  and  #5). 

Failure  to  ensure  that  all  employment  history  is 
verified  places  the  patient  at  risk  for  poor  quality 
of  care.  , 

The  findings  are: 

1)  Employee  #1  is  a  Home  Health  Aide  (  HHA) 
hired  with  a  documented  hire  date  of  "6/5/07". 
The  personnel  record  includes  (1)  agency  " 
Employee  Reference  Inquiry  "  form  and  1 
verified  personal  reference.    The  personnel 
record  did  not  include  documented  evidence  that 
the  employment  reference  was  verified. 

2)  Employee  #5  is  a  HHA  with  a  documented 
hire  date  of  "2/29/00".  The  personnel  record 
included  (2)  agency  "  Employee  Reference 
Inquiry"  forms.  The  personnel  record  did  not 
include  documented  evidence  that  the 
references  were  verified. 

On  10/24/07  at  4:15PM  the  Director  of  Patient 
Services  and  the  Human  Resources 
Administrator  were  interviewed.  The  Human 
Resource  Supervisor  stated  that  the  "reference 
inquires  were  faxed  and  returned  faxed". 


766.11(i)(1)  Personnel 
766.11  Personnel. 

The  governing  authority  or  operator  shail  ensure 
for  all  health  care  personnel: 


H1338 


H1354 


(I) 


(1)  that  a  program  is  implemented  and  enforced 
for  the  prevention  of  circumstances  which  could 


Page  1 1 

H13S4  766.11  (1)(1)  Personnel 
766.11  Personnel 

1.  Corrective  action  to  be  accomplished  for  those  patients 
found  to  have  been  affected 
by  the  deficient  practice. 

-  Employee  number  2  will  have  infection  control  training  in 
Standard  Precautions/HIV  Confidentiality  Law.  Employee 
will  also  sign  the  HIV  letter  at  the  time  of  her  In-service. 
By  DPS  or  RN  Field  Nurse  supervisor.  ByT2/31//07. 

-  Employee  number  3  has  been  inservicedjinStgnda 
Precautions/HIV  Confidentiality  Law  and  has  signed  trie 
HIV  letter.  By  DPS.  Date  of  inservice-i 2/17/07:"; 

-  The  DPS  accessed  the  HPN  Network.  Jhejiflnimurfi 
Standards  for  Licensed  Home  Care  AgeH5®s  requirements 
were  reviewed  for  Personnel  Records  (see  attached). 

As  per  this  regulation  all  employees  will  be  inserviced  on 
Standard  Precautions/HIV  Confidentiality  Law  at  orier  tation 
and  then  yearly.  At  the  time  of  mandatory  inservice  or 
Standard  Precautions/HIV  Confidentiality  Law,  the 
HIV  letter  will  be  signed  by  employees  and  documentation 
of  signing  will  be  placed  in  their  employee  record.  j 
November  2007  and  ongoing. 
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f 


result  in  an  employee  or  patient/client  becoming 
exposed  to  significant  risk  body  substances 
which  could  put  them  at  significant  risk  of  HIV  or 
other  blood-borne  pathogen  infection  during  the 
provision  of  services,  as  defined  in  sections  63.1 
and  63.9  of  this  Titie.  Such  a  program  shall 
include. 

(i)  use  of  scientifically  accepted  protective 
j  barriers  during  job-related  activities  which 
i  involve,  or  may  involve,  exposure  to  significant 
i  risk  body  substances.  Such  preventive  action 

shall  be  taken  by  the  employee  with  each 
\  patient/client  and  shall  constitute  an  essential 
■  element  for  the  prevention, of  bi-directional 
i  spread  of  HIV  or  other  blood-borne  pathogen, 

i 

j  (ii)  use  of  scientifically  accepted  preventive 
:  practices  during  job-related  activities  which 
|  involve  the  use  of  contaminated  instruments  or 
:  equipment  which  may  cause  puncture  injuries; 

!  (tii)  training  at  the  time  of  employment  and  yearly 
j  staff  development  programs  on  the  use  of 
I  protective  equipment,  preventive  practices,  and 
I  circumstances  which  represent  a  significant  risk 
j  for  all  employees  whose  job-related  tasks 

involve,  or  may  involve;  exposure  to  significant 

risk  body  substances; 

!  (iv)  provision  of  personal  protective  equipment 
j  for  employees  which  is  appropriate  to  the  tasks 
j  being  performed; 

|,  (v)  a  system  for  monitoring  preventive  programs 

'  to  assure  compliance  and  safety. 

i 
l 

j  This  Rule  is  not  met  as  evidenced  by: 

:  Based  on  record  reviews  and  staff  interview,  the 
|  agency  failed  to  ensure  that  all  employees 
j  receive  the  required  annual  training  on  HIV 


io 
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H1354       2.  How  other  patients  having  the  potential  to  be  affected 
j  by  the  same  deficient  practice  will  be  identified  and  what 
:  corrective  action  will  be  taken.  ' 
I  -  Alf  employees  who  have  not  had  in-service  this  year  2007 
!  for  Standard  Precautions/HIV  Confidentiality  Law,  had  been 
|  scheduled  for  training  to  December  2007.  At  that  timej 
;  HIV  Confidentiality  will  be  discussed  and  employees  will 
sign  the  HIV  Confidentiality  letter.  Employees.  Documentation 
of  signing  will  be  placed  in  their  employee  record.  By  DPS, 
Field  Nurse  Supervisor  by  12/31/07. 

3.  What  measures  will  put  in  place  or  what  systematic  changes 
will  be  made  to  ensure  ! 
that  the  deficient  practice  does  not  recur.  \ 

-  Beginning  in  January  2008  the  HIV  Confidentiality  letter  will 
be  signed  at  annual  Infection  Control  Training, and  willjbe 
placed  in  employee  files  for  all  professional  and  para-professional 
personnel.  By  DPS  an  d  RN  Field  Nurse  Supervisor.  ; 

-  The  Director  of  Patient  Services  with  the  aide  of  HR  Personnel 
will  assure  that  all  professional  and  para-professional  personnel 
are  in  compliance  with  yearly  mandatory  Infection  Control  Training 
by  checking  their  in-service  status  monthly  when  calendars 
are  formulated.  Aides  and  Nurses  may  also  be  called  in  and 
trained  on  one-to-one  basis  to  accommodate  their  work  schedules 
beginning  2008. 

4.  How  the  corrective  action  will  be  monitored  to  ensure  the 
deficient  practice  will  not  recur. 

-  DPS  will  perform  a  final  record  audit  in  December  of  each 
year  to  insure  Infection  Control  Training  is  documented  in  all 
professional  and  para-professional  personnel.  ■ 
The  results  of  this  yearly  audit  will  be  reported  by  the  DPS 
to  the  Performance  Improvement  Committee  at  the  \ 
quarterly  PI  meeting.  Effective  2008  and  on-going  this: 
information  will  be  reported  to  the  governing  authority.  | 
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Confidentiality  and  Universal  Precautions.  This 
was  evident  for  two  (2)  out  of  six  (6)  personnel 
records  reviewed.  (Employees  #2,  #3). 

Failure  to  ensure  that  employees  receive  the 
required  annual  in-services  places  the  patients  at 
risk  for  receiving  poor  quality  care. 

The  findings  are: 

1)  The  personnel  record. for  Employee  #1(  Home 
Health  Aide)  documents  a  hire  date  of  "3/18/03". 
The  personnel  record  does  not  include  evidence 
of  annual  HIV  Confidentiality  and  Universal 
Precautions  training. 

2)  Trie  personnel  record  for  Employee  #2 
(Registered  Nurse)  documents  a  hire  date  of " 
8/1/05".  The  personnel  record  does  not  include 
evidence  of  annual  HIV  Confidentiality  training. 
The  last  HIV  training  in  the'personnel  record  is 
dated  "7/15/05". 

On  10/24/07at  4:30  PM  the  Director  of  Patient 

services  was  interviewed  and  stated: "   in 

reading  the  regulations,  it  was  not  clear  that  HIV 
was  required  annually  however  it  would  be 
done." 
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STATE  OF  NEW  YORK 

DEPARTMENT  OF  HEALTH 


Metropolitan  Area  Regional  Office  90  Church  Street.  New  York,  NY  10007 


Richard  F.  Dairies  M.  D. 
Commissioner 


November  1 ,  2007 

Catherine  Giandurco  • 

Executive  Vice  President 

Premier  Home  Health  Care  Services,  Inc 

8002  Kew  Gardens  Rd,  Ste  402 

Kew  Gardens,  NY  11415 


Dear  Ms.  Giandurco: 

Please  be  advised  that  the  Plan  of  Correction  relating  to  the  Article  36  survey  of  your 


All  items  were  found  to  be  acceptable  and  it  is  expected  that  you  will  implement  this 
plan  within  the  time  frames  that  were  submitted.  A  post  approval  review  will  be 
conducted  to  verify  the  correction  of  deficiencies. 

If  you  have  any  questions  regarding  this  matter,  please  contact  (212)  417-  5888. 


License:  LC0584A 
Onsite  Visit:    June  21*;  2007 


agency  has  been  reviewed  by  this  office. 


pREMIEi 

home  health  care  services,  inc. 


t'-1. •-..>.-;'•. 


October  25,  2007 


Ms.  Patricia  Jones,  RN,  MN 
Deputy  Regional  Director 
Metropolitan  Area  Regional  Office 
New  York  State  Department  of  Health 
90  Church  Street 
New  York,  N.Y.  10007 


Dear  Ms.  Jones: 

The  agency:s  8002  Kew  Gardens  Rd;  Kew  Gardens  N.Y.,  branch  location  was  audited  by 
the  NYSDOH  back  on  6/2 1/07  and  has  received  a  Statement  of  Deficiency  as  a  result  ot 
the  audit.  ,  ■  ■ 

Enclosed  please  find  the  corrective  action  plan  to  address  the  deficiencies  documented  in 
the  S.O.I).  . 


"  ■■ 


Please  contact  me  with  any  questions  regarding  the  enclosure  at  9 14-428-7722. 
Most  Sincerely,  ■ 


Catherine  Giandurco 
Executive  Vice  President 


1  ■  - 1  - 1 


3  Stan.-  %a£? 


OCT  2  9  2007 

REGIONAL  H)^1:T^mm 
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H  108 


initial  Comments 


A  full  survey  was  conducted  at  Premier  Home 
Health  Care  Services,  Inc.  on  June' 21,  2007. 

Two  (2)  Patient  Records  were  reviewed  and  are 
identified  as  Patients  #1  and  #2. 

Five  personnel  records  were  reviewed  and  are 
identified  as  employees  1-5. 

765-2. 2(c)  Amendment  of  a  License  . 

765-2.2  Amendment  of  a  license. 

(c)  After  issuance  of  an  initial  license,  a  licensed 
home  care  services  agency  shall  notify  the 
department  in  writing  at  least  30  days  prior  to 
commencing  or  discontinuing  physical  therapy, 
occupational  therapy,  speech/language  , 
pathology,  nutrition  services,  social  work, 
respiratory  therapy,  physician  services,  or 
medical  supplies,  equipment  and  appliances. 


This  Rule  is  not  met  as  evidenced  by: 
Based  on  review  of  the  agency's  license;  the 
agency  failed  to  notify  the. department  in  writing 
at  least  thirty  (30)  days  prior  to  discontinuing 
Physical  Therapy  and  Occupational  Therapy 
services. 

The  agency's  failure  to  ensure  that  the  operating 
license  is  current,  complete  and  accurate  places 
all  patients  at  risk  for-not  being  aware  of  care 
:  services  provided  by  the  agency. 

The  finding  is: 

The  agency's. operating  license  documents  that 


ID 

PREFIX 
TAG 


H  000 


H  108 


ABORATORY  DIRECTOR'S 


OR  PROVIDER/SUPPLIER  REPRESENT  ATlVE'S/flGNATjljtfE 


PROVIDER'S  PLAN  OF  CORRECTION  ■ 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


In  an  effort  to  identify  other 
branch  offices  that  may  be 
impacted  by  this  deficiency  the 
agency  reviewed  all  of  its  NYS 
licenses  and- identified  3 
additional  licenses  that  list '  ■ 
Physical  and  Occupational 
therapy  as  services  provided  by 
the  branch. 

The  agency  has  corrected  this 
deficiency  by.  submitting  a  letter 
to  the  Metropolitans  Area 
Regional  Office  of  the  NYSDOH 
requesting  an  amendment  to  the 
licenses  that  list  these  services. 
(Please  see  enclosed  letter  dated 
10/24/07). 

The  agency  has  pot  provided 
Physical  or  Occupational    ■" ' 
Therapy,  nor  has  it  marketed 
verbally  or  in  its  written  or 
electronic  materials  to  its  clients, 
community  or  contracts,  that 
such  services  are  provided  by  the 
agency. 
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Initial  Comments 


A  full  survey  was  conducted  at  Premier  Home 
Health  Care  Services,  Inc.  on  June  21,  2007. 

Two  (2)  Patient  Records  were  reviewed  and  are 
identified  as  Patients  #1  and,#2. 

Five  personnel  records  were  reviewed  and  are 
identified  as  employees  1  -  5. 

765-2.2(c)  Amendment  of  a  License 

765-2.2  Amendment  of  a  license: 

(c)  After  issuance  of  an  initial  license,  a  licensed 
home  care  services  agency  shall  notify  the 
department  in  writing  at  least  30  days  prior  to 
commencing  or  discontinuing  physical  therapy, 
occupational  therapy,  speech/language 
pathology,  nutrition  services,  social  work, 
respiratory  therapy,  physician  services,  or 
medical  supplies,  equipment  and  appliances. 


This  Rule  is  not  met  as  evidenced  by: 
Based  on  review  of  the  agency's  license,  the 
agency  failed  to  notify  the  department  in  writing 
at  least  thirty  (30)  days  prior  to  discontinuing 
Physical  Therapy  and  Occupational  Therapy 
services. 

The  agency's  failure  to  ensure  that  the  operating 
license  is  current,  complete  and  accurate  places 
all  patients  at  risk  for  not  being  aware  of  care 
services  provided  by  the  agency. 

The  finding  is:  - 

The  agency's  operating  license  documents  that 
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After  careful  evaluation  of  the 
impact  to  patient  risk  because  of 
these  service  listings  on  its 
license,  the  agency  has  no 
findings  to  suggest  that  presence 
of  these  service  listings  has  had 
any  negative  impact  on  its  , 
clients,  service  community  or 
contracted  vendors.  The  agency 
will  continue  not  to  market  or 
advertise  Physical  and 
Occupation  Therapy  as  services 
it  provides  as  it  waits  for  the 
amended  licenses. 


The  Executive  Vice  President  is 
responsible  for  this  corrective 
action.  The  time  frame  to 
complete  the  request  for  ■' 
licensure  amendment  is  1 1/2/07. 
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the  agency  provides  "  Physical  Therapy  and 
Occupational  Therapy." 

During  the  interview  on  6/21/07  with  the  VP  of 
Regional  Operations  at  3:30  pm,  he  stated  that 
the  agency  does  not  provide  Physical  Therapy  or 
Occupational  Therapy.  He  noted  that  they  only 
provide  Home  Health  Aide  and  Personal  Care 
Aide  from  that  office. 


766.1(a)(8)  Patient  rights 

Section  766.1  Patient  rights. 

(a)  The  governing  authority  shall  establish  written 
policies  regarding  the  rights  of  the  patient  and 
shall  ensure  the  development  of  procedures 
implementing  such  policies.  These  rights, 
policies  and  procedures  shall  afford  each  patient 
the  right  to:  ( 

(8)  voice  complaints  and  recommend  changes  in 
policies  and  services  to  agency  staff,  the  New 
York  State  Department  of  Health  or  any  outside 
representative  of  the  patient's  choice.  The 
expression  of  such  complaints  by  the  patient  or 
his/her  designee  shall  be  free  from  interference, 
coercion,  discrimination  or  reprisal. 


This  Rule  is  not  met  as  evidenced  by: 
Based  on  record  review  and  interviews,  the 
agency  failed  to  provide  the  patients  with  the 
correct  telephone  number  for  the  Department  of 
Health  to  lodge  a  complaint. 

The  agency's  failure  to  provide  accurate 
information  placed  patients  at  risk  for  not  being 
afforded  their  right  to  lodge  a  complaint  with  the 
Department  of  Health. 
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In  an  effort  to  identify  the 
potential  risk  for  other  patients 
who  may  not  have  been  provided 
with  the  correct  Department  of 
Health  telephone  number  to  use 
in  the  event  the  client  chooses  to 
express  a  complaint,  the  agency 
reviewed  100%  of  the  remaining 
branch  private  pay  clinical 
charts.  The  audit  reveled  that  in 
100%  of  the  remaining  charts, 
the  correct  Department  of  Health 
telephone  number  was  present  on 
each  client's  Patient  Bill  of  rights 
and  therefore  the  correct  number 
had  been  provided. to  all  other 
clients. 

The  client  affected  by  the 
deficient  practice  was  provided 
with  the  correct,Department  of 
Health  telephone  number  oh. an 
amended  Patient  bill  of  rights 
form  and  instructed  that  the 
number  is  the  contact  number  to 
express  a  complaint  regarding  the 
home  care  services  he/she 
receives  from  the  agency. 
Documentation  of  the  review  of 
the  amended  number,  and  its 
purpose  is  in  the  client's  clinical  . 
chart. 
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the  agency  provides  "  Physical  Therapy  and 
Occupational  Therapy." 

During  the  interview  on  6/21/07  with  the  VP  of 
Regional  Operations  at  3:30  pm,  he  stated  that 
the  agency  does  not  provide  Physical  Therapy  or 
Occupational  Therapy.  He  noted  that  they  only 
provide  Home  Health  Aide  and  Personal  Care 
Aide  frorri  that  office.  ' 

766.1(a)(8)  Patient  rights 

Section  766.1  Patient  rights. 

(a)  The  governing  authority  shall  establish  written 
policies  regarding  the  rights  of  the. patient  and 
shall  ensure.the  development  of  procedures 
implementing  such  policies.  These  rights, 
policies  and  procedures  shall  afford  each  patient 
the  right  to: 


(8)  voice  complaints  and  recommend  changes  in 
policies  and  services  to  agency  staff,  the  New 
York  State  Department  of  Health  or  any  outside 
representative  of  the  patient's  choice.  The 
expression  of  such  complaints  by  the  patient  or 
his/her  designee  shall  be  free  from  interference, 
coercion,  discrimination  or  reprisal. 


This  Rule  is  not  met  as  evidenced  by: 

Based  on  record  review  and  interviews,  the 
agency  failed  to  provide  the  patients  with  the 
correct  telephone  number  for  the  Department  of 
Health  to  lodge  a  complaint. 

The  agency's  failure  to  provide  accurate 
information  placed  patients  at  risk  for  not  being 
afforded  their  right  to  lodge  a  complaint  with  the 
Department  of  Health.  , 


H  108 


H  222 


:form 


All  of  the  agency's  Patient  Bill  of 
Rights  forms  were  reviewed  and 
found  to  contain  the  number  212- 
417-5888. 


Additionally,  the  agency  has 
modified  its  Patient. Bill  of 
Rights  Policy,  15.3,  to  include 
the  State  of  New  York 
Department  of  Health  Telephone 

number  and  lists  NYSDOH  as 
an  additional  source  a  client  may 
choose  to  express  a  complaint  to 
regarding  the  services  he/she 
receives  from  the  agency. 
(Please  see  the  enclosure) 

The  numbers  for  the  United 
States  Department  of  Health  and 
JCAHO  shall  remain  in  the 
policy  as  specified  under 
766.1(8),  clients  have  a  right  to 
voice  complaints  and  recommend 
changes  in  policies  and  services 
to  agency  staff,  the  NYSDOH  or 
any  outside  representative  of  the 
patient's  choice. 

A  notice  of  Policy  amendment 
shall  be  issued  to  the  agency's 
branch  offices  on  11/2//G7. 
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the  agency  provides  "  Physical  Therapy  and 
Occupational  Therapy." 

During  the  interview  on  6/21/07  with  the  VP  of 
Regional  Operations  at  3:30  pm,  he  stated  that 
the  agency  does  not  provide  Physical  Therapy  or 
Occupational  Therapy.  He  noted  that  they  only 
provide  Home  Health  Aide  and  Personal  Care 
Aide  from  that  office.  . 


766.1(a)(8)  Patient  rights 

Section  766.1  Patient  rights. 

(a)  The  governing  authority  shall  establish  written 
policies  regarding  the  rights  of  the  patient  and  , 
shall  ensure  the  development  of  procedures 
implementing  such  policies.  These  rights, 
policies  and  procedures  shall  afford  each  patient 
the  right  to: 

(8)  voice  complaints  and  recommend  changes  in 
policies  and  services  to  agency  staff,  the  New 
York  State  Department  of-Healthor  any  outside 
representative  of  the  patient's  choice.  The 
expression  of  such  complaints  by  the  patient  or 
his/her  designee  shall  be  free  from  interference, 
coercion,  discrimination  or  reprisal. 


This  Rule  is  not  met  as  evidenced  by: 
Based  on  record  review  and  interviews,  the 
agency  failed  to  provide  the  patients  with  the 
correct  telephone  number  for  the  Department  of 
Health  to  lodge  a  complaint. 

The  agency's  failure  to  provide  accurate 
information  placed  patients  at  risk  for  not  being 
afforded  their  right  to  lodge  a  complaint  with  the 
Department  of  Health 
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An  in-service  to' review  the 
amended  policy  will  be 
conducted  over  the  next  several 
weeks  during  Branch  Meetings. 
The  completion  of  the  m-service 
for  this  policy  shall  be  completed 
by  12/13/07. 

Further,  beginning  1 1/1/07  and 
over  the  next  4  months,  a  10% 
sample  of  private  pay  clinical 
charts  will  be  to  audited  to 
monitor  and  determine  on-going 
compliance  with  this  corrective 
action  plan.  At  the  end  of  the  4- 
month  period,  the  agency  shall 
re-evaluate-the  need  to  continue 
with  a  sample  focus  audit. 
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The  findings  is: 

The  agency's  Policy  "Patient  Bill  of  Rights  15.3" 
documented  that  patients  were  being  directed  to, 
lodge  complaints  to  "United  States  Department 
of  Health  Telephone  #  1-800-628-5972."  The 
Complaint/Occurrence  Involving  Patient  Services 
documents  "Joint  Commission  Hotline 
800-994-6610."  These  are  not  the  correct 
number  to  lodge  complaints. 

During  inierview  with  the  VP  of  Regional 
Operations  on  6/21/07  at  3:33  prn,  the  VP  of 
Regional  Operations  stated  that  the  numbers  are 
incorrect  and  will  be  changed. 

766.1 1(c)  Personnel  • 
766.11  Personnel. 

The  governing  authority  or  operator  shall  ensure 
for  all  health  care  personnel: 
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(c)  that  the  health  status  of  all  new  personnel  is 
assessed  and  documented  prior  to  assuming 
patient  care  duties.The  assessment  shall  be  of 
sufficient  scope  that  no  person  shall  assume 
his/her  duties  unless  he/she  is  free  from  a  health 
impairment  which  is  of  potential  risk  to  the 
patient  or  which  might  interfere  with  the  ■ 
performance  of  his/her  duties,  including  the 
habituation  or  addiction  to  depressants, 
stimulants,  narcotics,  alcohol  or  other  drugs  or 
substances  which  may  alter  the  individual's 
behavior. 

This  Rule  is  not  met  as  evidenced  by: 
The  findings  are: 
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The  Field  Nurse  Supervisor  is 
responsible  for  this  corrective 
action  plan  completed  by 
12/14/07. and  completion  of  the 

4-month  focus  sample  audit  will 
be  completed  on2/28//08. 


.  The  personnel  files  for 
employee's  #  1,2,3  and  4  were 

-  reviewed  and  fourid  not  to 
include  documentation  of 
statement  that  the  employees  are 
"free  of  habituation  or  addiction 

.to  depressants,  stimulants, 
narcotics,  alcohol  or  other  drugs 
or  substances  which  many  alter 
the  individual's  behavior. 

The  agency  conducts  annual 
random  drug  screen  panel  tests 
on  all  potential  and  active 
employees  to  screen  for 
depressants,  stimulants, 
narcotics,  and  other  drug 
substance  usage.  This  practice  , 
has  been  in  effect  at  the  agency 
since  1996  and  lab  results  of  such 
tests  are  found  in  each 
employee's  personnel  file  in  the 
medical  section. 
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The  findings  is: 

The  agency's  Policy  "Patient  Bill  of  Rights  15.3" 
documented  that  patients  were  being  directed  to 
lodqe  complaints  to  "United  States  Department 
of  Health  Telephone  #  1-800-628-5972."  The 
Complaint/Occurrence  Involving  Patient  Services 
documents  "Joint  Commission  Hotline 
.800-994-6610."  These  are  not  the  correct 
number  to  lodge  complaints. 

During  interview  with  the  VP  of  Regional 
Operations  on  6/21/07  at  3:33  pm,  the  VP  of 
Regional  Operations  stated  that  the  numbers  are 
incorrect  and  will  be  changed. 

766.1 1(c)  Personnel 
766.1 1  Personnel. 

The  governing  authority  or  operator  shall  ensure 
for  all  health  care  personnel:  1 


(c)  that  the  health  status  of  all  new  personnel  is 
assessed  and  documented  prior  to  assuming 
patient  care  duties.The  assessment  shall  be  of 
sufficient  scope  that  no  person  shall  assume 
his/her  duties  unless  he/she  is  free  from  a  health 
impairment  which  is  of  potential  risk  to  the 
patient  or  which  might  interfere  with  the 
performance  of  his/her  duties,  including  the 
habituation  or  addiction  to  depressants, 
stimulants,  narcotics,  alcohol  or  other  drugs  or 
substances  which  may  alter  the  individual's  . 
behavior. 

This  Rule  is'  not  met  as  evidenced  by: 
The  findings  are:  .- 
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The  agency's  health  assessment 
and  physical  forms  were 
modified  on  5/17/ 07  and 
10/24/07  respectively  to  include 
the  statement  "the  person  is  free 
of  habituation  or  addiction  to 
depressants,  stimulants, 
narcotics,  alcohol  or  other  drugs 
or  substances  which  may  alter 
the  individual's  behavior".  The 
Assessment  form  has  been 
utilized  by  the  agency  since  June 
1/07  anchthe  modified  Employee 
Physical  form  will  be 
implemented  effective  1 1/1/07.  - 
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Based  on  record  reviews  and  interviews  it  was 
determined  that  the  agency  did  not  obtain  health 
statements  for  employees.  This  was  evident  for 
4  of  4  personnel  files  reviewed  for  the  Freedom  J 
of  Habituation  to  Drugs  and  Alcohol  statement. 

The  finding  is: 

The  Personnel  files  for  Employees  #1,  #2,  #3 
and  #4  did  not  include  documentation  of 
statement  that  the  employees  are  "free  of 
habituation  or  addiction  to  depressants, 
stimulants,  narcotics,  alcohol  or  other  drugs  or 
substances  which  may  alter  the  individual's 
behavior." 

During  the  interview  with  the  VP  of  Regional 
Operations  on  6/21/07  at  4pm,  the  VP  of 
Regional  Operations  stated  that  the  statements 
are  "missing". 

766. 1 1  (f)(ii)  Personnel 

Section  766.11  Personnel  - 

The, governing  authority  or  operator  shall  ensure 
for  all  health  care  personnel: 


(f)(ii)  a  criminal  history  record  check  to  the  extent 
required  by  section  400.23  of  this  Title 


This  Rule  is  not  met  as  evidenced  by: 
Based  on  personnel  record  review  and  staff 
interview,  it  was  determined  that  the  agency 
failed  to  ensure  that  a  criminal  history  record 
check  was  completed  in  one  (1)  of  one  (1) 


H1306 


H1337 


PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


The  agency  shall  perform  health 
assessments  on  employees  1,2,3 
and  4  in  advance  of  their  annual 
schedule  by  1 1/16/07  and  for  the 
remaining  employees, 


the  agency  shall  capture  the 
Habituation  to  Drugs  and 
Alcohol  statement  at  the  time  of 
each  individual's  next  routine 
health  assessment. 

The  agency's  amended  Health 
Assessment  and  Employment 
Physical  forms  are  available  on 
the  agency's  Forms  Directory 
and  the  version  with  out  the 
statement  has  been  removed. 

Each  branch  Administrator  will 
review  and  in-service  its  staff  on 
the  change  in  the  physical  form 
during  branch  meetings  held  over 
the  next  several  weeks.  Time 
frame  for  completion  of  this 
process  is  12/ 14/07.  ■ 
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Based  on  record  reviews  and  interviews  it  was 
determined  that  the  agency  did  not  obtain  health 
statements  for  employees.  This  was  evident  for 
4  of  4  personnel  files  reviewed  for  the, Freedom 
of  Habituation  to  Drugs  and  Alcohol  statement. 

The  finding  is; 

The  Personnel  files  for  Employees  #1 ,  #2,  #3 
and  #4  did  not  include  documentation  of 
statement  that  the  employees  are  "free  of 
habituation  or  addiction  to  depressants, 
stimulants,  narcotics,  alcohol  or  other  drugs  or 
substances  which  may  alter  the  individual's 
behavior." 

During  the  interview  with  the  VP  of  Regional 
Operations  on  6/21/07  at' 4pm,  the  VP  of 
Regional  Operations  stated  that  the  statements 
are  "missing". 

766, 11  (f)(ii)  Personnel 

Section  766.11  Personnel 

The  governing  authority  or  operator  shall  ensure 
for  all  health  care  personnel: 

(f)(ii)  a  criminal  history  record  check  to  the  extent 
required  by  section  400.23  of  this  Title 


This  Rule  is  not  met  as  evidenced  by: 
Based  on  personnel  record  review  and  staff 
interview,  it  was  determined  that  the  agency 
failed  to  ensure  that  a  criminal  history  record 
check  was  completed  in  one  (1)  of  one  (1) 
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PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


The  branch  shall  review  10%  of 
its  monthly  Health  Assessments 
beginning  12/1/07  for  a  4-month 
period  to  determine  on-going 
compliance  with  this  corrective 
action  plan.  The  agency  shall  re- 
evaluate its  need  to  continue  with 
focus  audit  at  the  end  of  the  4-  . 
month  period. 

The  time  frame  for  the 
completion  for  the  sample  focus 
audit  is  3/31/08. 

The  Branch  Administrator  is  the 
person  responsible  for  the 
correction  of  this  deficiency. 
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personnel  record  reviewed  {  Employee  #4). 

The  findings  are: 

Employee  #4  personnel  record  jacked 
documentation  lacked  documentation  that  a 
Criminal  History  Record  Check  was  initiated  and 
completed. 

During  the  interview  with  the  VP  of  Regional 
Operations  on  6/21/07  at  3:55pm,  the  VP  of 
Regional  Operations  stated  the  agency  does  the 
"Acufact"  and  the  Federal  criminal  history  check 
on  all  employees 
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PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


The  agency  was  cited  for 
Personnel  record  #4.  The  SOD 
states  that  this  record  was  found 
to  lack  documentation  that  a 
Criminal  History  Record  Check 
was  initiated  and  completed  on 
the  referenced  employee. 


The  aide's  Criminal  History 
Record  Check  was  initiated  and 
completed  as  evidenced  by  the 
receipt  of  confirmation  from 
NYSDOH  CHRC  division. 
(Please  see  the  enclosure). 

The  aide's  personnel  file  did  not 
contain  a  copy  of  the  DOH 
CHRC  102  form.  Subsequently, 
the  agency  requested  employee 
#4  to  complete  a  new  1 02,  which 
has  been  provided  in  this  POC  as 
an  enclosure. 

Additionally,  a  sample  focus 
audit  of  26  personnel  records  was 
conducted  by  the  agency  to 
determine  the  presence  of  the 
102  forms  in  each  record.  The 
102  forms  were  found  in  1 00% 
of  the  sample  files  audited. 
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STATE  OF  NEW  YORK 

-  DEPARTMENT  OF  HEALTH 

Metropolitan  Area  Regional  Office  90  Church  Street,  New  York,  NY  10007 

Wendy  E.  Saunders 
Chief  of  Staff 


February  25,  2008 

Ms.  Celestina  Tina  Cruz,  RN 
VP  of  Clinical  Services 
Premier  Home  Health  Services,  Inc 
494  8th  Ave 

New  York,  NY  10001  , 

Re:  Response  to  Plan  of  Correction 
Survey  Date:  June  28,  2007 
License:  LC05S5A 


Richard  F.  Dairies 
.  Commissioner 


Dear  Ms.  Cruz:  . 

Please  be  advised  that  the  plan  of  correction  relating  to  the  recent  Article  36,  survey  of  your 
agency  have  been  reviewed  by  this  office. 

All  items  were  found  to  be  acceptable  and  it  is  expected  that  you  will  implement  this  plan  within 
the  time  frames  that  were  submitted.  A  post  approval  review  will  be  conducted  to  verity  the 
correction  of  deficiencies. 

If  you  have  any  questions  regarding  this  matter,  please  contact  (212)  417-5888. 


Cheryl  Phoenix-Tannis,  RN.  MSN,  CS 
Program  Manager 

Home  Health  and  Hospices  Services 
Metropolitan  Area  Regional  Offices 


Premier 

home  health  care  services,  inc. 


February  22,  2008 

Cheryl  Phoenix-Tannis,  RN,  MSN,  CS 
Program  Manager 
Home  Health  and  Hospice  Services 
Metropolitan  Area  Regional  Office 

RE:  LHCSA  License  #1086L005 
Date  of  Survey-  6/28/07 


Dear  Ms.  Phoenix-Tannis: 

First,  I  would  like  to  thank  you  for  the  extension  you  granted  our  agency  on  2/8/08  for 
completing  the  Plan  of  Correction  (POC)  for  this  survey. 

Second,  there  are  two  sets  of  attachments  with  the  POC.  They  contain  documentation  in 
reference  to  tags  H1008  and  H1002. 

Please  feel  free  to  call  me  at  914-428-7722  if  you  have  any  questions  or  concerns  regarding 


POC. 


*Sent  via  fax  and  Federal  Express  on  02/22/08 


360  Hamilton  Avenue,-  Suite  1 20,  White  Plains,  New  York  1 0601    Phone  91 4-428-7722    Fax  914- 
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initial  Comments 


A  Full  Survey  was  conducted  at  Premier  Home 
Health  Care  Services.  Inc.,  on  June  28,  2007. 

Eight  (8)  patient  care  records  were  reviewed  and 
are  identified  as  Patients  #1  -  #8. 

Five  (5)  personnel  records  were  reviewed  and 
are  identified  as  Employees  #1-  #5. 


766.1(a)(8)  Patient  rights 
Section  766.1  Patient  rights. 

(a)  The  governing  authority  shall  establish  written 
policies  regarding  the  rights  of  the  patient  and 
shall  ensure  the  development  of  procedures 
implementing  such  policies.  These  rights, 
policies  and  procedures  shall  afford  each  patient 
the  right  to; 


(8)  voice  complaints  and  recommend  changes  in 
policies  and  services  to  agency  staff,  the  New 
York  State  Department  of  Health  or  any  outside 
representative  of  the  patient's  choice.  The 
expression  of  such  complaints  by  the  patient. or 
his/her  designee  shall  be  free  from  Interference, 
coercion,  discrimination  or  reprisal. 


This  Rule  is  not  met  as  evidenced  by: 
Based  on  record  review  and  interview.the  agency 
failed  to  provide  patients  with  the  correct 
telephone  number  for  complaint  notification. 

The  agency's  failure  to  provide  current  and 
accurate  information  placed  patients  at  risk  for 
not  being  afforded  their  right  to  lodge  a  complaint 
with  the  Department  of  Health. 


HOO0 


H222 


H222 

As  part  of  the  admission  process,  it  is  the 
policy  of  Premier  Home  Health  Care  Service 
(#15.3)  to  review  the  Patient's  Bill  of  Rights 
Document  and  obtain  the  signature  of  the 
patient  or  patient's  representative.  A  copy  of 
the  signed  Bill  of  Rights  is  filed  in  the 
patient's  clinical  record  and  in  addition,  a 
copy  is  left  for  the  patient.  The  Bill  of 
Rights  lists  the  complaint  hotline  phone 
number  for  the  Department  of  Health. 

I.  Corrective  action  for  those  patients 
round  to  be  affected  by  the  deficient 
practice: 

The  Statement  of  Deficiency  did  not  identify 
which  specific  patients  in  the  sample  were 
affected  by  the  deficiency.  Sample  patient 
#1  was  discharged  from  services.  Sample 
patients  #2,  #3,  #4,  #5,  #6,  #7,  and  #8  were 
transferred  to  another  office-  Residents  #2 
and  #3  expired  and  patient  #7  was 
discharged  from  services.  Patients  #4,  #5, 
#6,  and  US  were  readmitted  to  services  when 
they  transferred  to  the  new  office.  All  of  the 
admission  paperwork  was  resigned, 
including  the  correct  version  of  the  Bill  of 
Rights.  Copies  of  the  new,  signed  Bill  of 
Rights  were  left  in  the  patients'  homes  and  a 
copy  was  placed  in  their  clinical  records. 
Continued  next  page... 
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Continued  From  Page  1 
The  finding  Is: 

The  399^$  "Patient  Bill  of  Rights"  instructs 
patients  of  the  following:  *....to  lodge  complaints 
to  the  State  of  New  York  Department  of  Health  at 

21 2-61 3-4703  "  The  documented  number  is 

not  the  correct  number  to  lodge  a  complaint  with 
the  department  of  health. 

On  6/2B/07  at  2:33pm,  the  Regional  Director  was 
Interviewed  anrf  stated  that  the  number  Is 
incorrect 


766.9(a)  Governing  authority 

Section  76S.9  Governing  authority. 

TheKqtsverning  authority  or  operator,  as  defined 
in  ParWOO  of  this  Title,  of  a  licensed  home  care 
services^gency  shall: 

(a)  be  responsible  for  the  management  and 
operation  of  thesageney; 

(b)  ensure  compliance  of  the  home  care  services 
agency  with  all  applicable  Federal,  State  and 
local  statutes,  rules  andKregulatJons. 

This  Rule  is  not  met  as  eykiencad  by. 
Based  on  record  reviews  andLinterviews,  the 
agency  failed  to  hold  rneetingssof  the  governing 
authority  responsible  for  the  management  and 
operation  of  the  agency  in  compliance  with  State 
Rules  and  Regulations. 

The  failure  to  ensure  thai  the  Governing 
Authority  meet  and  perform  the  required 
functions  of  the  governing  body,  places  all 
patients  at  risK  for  poor  quality  care. 

"The  findings  is: 
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PROVIDERS  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


H10D2 


II.  Identification  of  other  patients  having 
the  potential  to  be  affected  by  the 
deficiency  and  what  corrective  action  will 
be  taken: 

All  private  pay  and  case  managed  patients 
have  the  potential  to  be  affected  by  the 
deficient  practice.  All  case  managed  records 
will  be  audited  by  the  Office  Administrator 
and  Field  Nurse  Supervisor  to  determine 
compliance  with  the  regulation. 
■  For  the  patients  found  to  be  out  of 
compliance,  the  Field  Nurse  Supervisor  will 
conduct  a  home  visit  to  review  the  correct 
version  of  the  Bill  of  Rights  with  the  patient, 
obtain  his/her  signature  or  his/her 
representative's  signature  and  leave  a  copy 
at  the  patient's  home  for  their  reference.  The 
FNS  will  place  a  copy  in  the  patient's 
clinical  record. 
Persons  responsible: 
Administrator 
FNS 

Regional  DPS 
"  Date  of  Correction:  6/25/08 

III.  Measures  that  will  be  put  in  place  to 
ensure  that  the  deficient  practice  will  not 
reoccur: 

The  Field  Nurse  Supervisors  and  Per  Diem 
nurses  will  be  directed  to  immediately 
remove  all  unused,  incorrect  Bill  of  Rights 
documents  in  their  possession  and  in  the 
office. 

The  Administrator,  Field  Nurse  Supervisors 
and  all  Per.Diem  Nurses  will  be  in-serviced  , 
on  Policy  #  1 5.3  by  the  Regional  DPS. 
Persons  responsible:  Regional  DPS 
Date  of  Correction:  6/25/08 
Continued  next  page. . . 
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The  finding  Is; 

The  agency's  "Parent  Bilt  of  Rights"  instructs 
patients  of  the  following:  *....to  lodga  complaints 
to  the  State  of  New  York  Department  of  Health  at 

212-613-4703  "  The  documented  number  is 

not  the  correct  number  to  lodge  a  complaint  with 
the  department  of  health. 

On  6/2B/07  at  2:33pm,  the  Regional  Director  was 
Interviewed  and  stated  that  the  number  is 
incorraot 


Hi  002  765.9(a)  Governing  authority 

Section  766.9  Governing  authority. 

The  governing  authority  or  operator,  as  defined 
in  Part  700  of  this  Title,  of  a  licensed  home  care 
services  agency  shall: 

{a)  be  responsible  for*  the  management  and 
operation  of  the  agency;  1 


(b)  ensure  compliance  of  the  home  care  services 
agency  with  all  appJlcable  Federal,  State  and 
local  statutes,  rules  and  regulations. 
This  Rule  is  not  met  as  evidenced  by: 
Based  on  record  reviews  and  interviews,  the 
agency  failed  to  hold  meetings  of  the  governing 
authority  responsible  for  the  management  and 
opBraBon  of  (he  agency  in  compliance  with  State 
Rules  and  Regulations. 

The  failure  to  ensure  that  the  Governing 
Authority  meet  and  perform  the  required 
functions  of  the  governing  body,  places  all 
patients  at  risK  for  poor  quality  care. 

The  findings  is: 
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PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


IV.  How  will  the  corrective  action  be 
monitored  to  ensure  the  deficient  practice 
will  not  reoccur? 

25%  of  the  case-managed  records  will  be 
audited  each  quarter  for  a  one  year  period  to 
ensure  compliance  with  the  regulation. 
Parties  responsible  for  the  correction  and 
ongoing  compliance  are: 
Office  Administrator 
Field  Nurse  Supervisors 
Regional  DPS 

Vice  President  of  Clinical  Services 
Date  of  Correction:  6/25/08 
H1002 

The  agency's  Corporate  QI  committee 
includes  the  agency's  C.O.O.  and  V  P.  of 
Human  Resources  and  Administration,  both 
of  whom  have  board  designation  as 
members  of  the  agency's  executive 
committee.  The  executive  committee  serves 
at  the  pleasure  of  the  board-.  The  following 
sections  of  Premier  Home  Health  Care' 
Services  Inc.'s  Policy  and  Procedure  5.0, 
Agency  By-Laws,  delineate  the  authority 
and  delegation  powers  of  the  Board  of 
Directors. 

Section  3-  Annual  and  Regular  Meetings' 
Notice: 

(a)   A  regular  annual  meeting  of  the 
board  of  Directors  shall  be  held 
after  the  close  of  the' fiscal  year  of 
the  Corporation. 
Continued  next  page... 
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Continued  From  Page  1 
The  finding  is: 

The  agency's  "Patient  Bill  of  Rights"  instructs 
patients  of  the  following:  ^tfolodge  complaints 
to  the  State  of  New  YwfcK5apartm&nt  of  Health  at 

212-613-4703  ^Rfe  documented  number  is 

not  the  corr^-pifrnbar  to  lodge  a  complaint  with 
the  dopartnii^if  of  h  eatth. 

On&fl&07  at2:33pmF  the  Regional  Director  was 
Interviewed  and  stated  that  the  number  is 
In  co  rreat 


765.9(a)  Governing  authority 

Section  7S6.9  Governing  authority. 

The  governing  authority  or  operator,  as  defined 
in  Part  700  of  this  Trte,  of  a  licensed  home  care 
services  agency  shall: 

(a)  be  responsible  for  the  management  and 
operation  of  the  agency: 

(b)  ensure  compllanoe  of  the  home  care  services 
agency  with  all  applicable  Federal,  State  and 
local  statutes,  rules  and  regulations. 

This  Rule  is  not  met  as  evidenced  by: 

Based  on  record  reviews  and  interviews,  the 
agency  failed  to  hold  meetings  of  the  governing 
authority  responsible  for  the  management  and 
operation  of  the  agency  in  compliance  with  State 
Rules  and  Regulations. 

The  failure  to  ensure  that  the  Governing 
Authority  meet  and  perform  the  required 
functions  of  the  governing  body,  places  all 
patients  at  risK  for  poor  quality  care. 

The  findings  is: 
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Section  13-  Committees-. 

The  Board  of  Directors,  by  resolution 
adopted  by  a  majority  of  the  entire  Board, 
may  from  time  to  time  designate  from 
among  its  members  an  executive  committee 

and  such  other  committees,  and  alternate 
members  thereof,  as  they  deem  desirable, 
each  consisting  of  two  or  more  members, 
with  such  powers  and  authority  (to  the 
extent  permitted  by  law)  as  may  be  provided 
in  such  resolution. 

Attached  is  a  copy  of  the  approval  page  for 
the  2006  Policy  and  Procedure  manual.  The 
page  points  out  the  Board  of  Directors 
involvement  with  the  Corporate  Quality 
Assurance/Performance'  committee  as  ( they 
reviewed  and  accepted  the'manual. 

Also  attached  are  copies  of  the  sign-in 
sheets  for  the  Corporate  QI.  meetings. 
Included  is  the  agenda  page  for  one  meeting 
which  notes  that  the  meeting  was  called  at 
the  request  of  the  Governing  Authority. 

I.  Corrective  action  for  those  patients 
found  to  be  affected  by  the  deficient 
practice: 

No  specific  patients  were  noted  in  the 
citation  as  being  affected  by  the  deficiency. 


II.  Identification  of  other  patients  having 
the  potential  to  be  affected  by  the 
deficiency  and  what  corrective  action  will 
be  taken: 

All  patients  have  the  potential  to  be  affected 
by  the  deficient  practice. 
Continued  on  next  page... 
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Continued  From  Page  1  ■  s 

The  finding  is: 

The  agency's  'Patient  ^llpaf^^tghts"  instructs 
patients  of  the  follpvvjnaj^....to  JodgB  comptelnte 
to  the  State  of  Newark  Department  of  Health  at 
212-61 3^703^^The  documented  number  is 
not  the  con^K=rfiumber  to  lodge  a  complaint  with 
the  dapj^ment  of  health, 

Q/?r€/2B/07  at  2:33pm,  the  Regional  Director  was 
-Interviewed  and  stated  that  tha  number  la 
incorrect 

766.9(a)  Governing  authority 

Section  76S.9  Governing  authority. 

The  governing  authority  or  operator,  as  defined 
in  Part  700  of  this  Title,  of  a  licensed  home  care 
services  agency  shall: 

(a)  be  responsible  for  the  management  and" 
operation  of  the  agency;  ' 

(b)  ensure  cornplrarioo  of  the  home  care  service's 
agency  with  all  applicable  Federal,  state  and 
local  statutes,  rules  and  regulations. 

This  Rule  is  not  met  as  evidenced  by: 
Based  on  record  reviews  and  interviews,  the 
agency  failed  to  hold  meetings  of  the  governing 
authority  responsible  for  the  management  and 
operation  of  the  agency  in  compliance  with  State 
Rules  and  Regulations. 

The  failure  to  ensure  that  the  Governing 
Authority  meet  and  perform  the  required 
functions  of  the  governing  body,  places  all 
patients  at  risK  for  poor  quality  care. 

The  findings  is: 
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.  The  Board  of  Directors  will  meet  biannually 
with  a  set  agenda  reflecting  the  concerns  of 
the  Corporate  Quality  Improvement 
Committee. 

The  Corporate  Quality  Assurance 
Committee  will  continue  to  meet  on  a 
quarterly  basis. 

III.  Measures  that  will  be  put  in  place  to 
ensure  that  the  deficient  practice  will  not 
reoccur: 

The  Board  of  Directors  will  meet  biannually 
with  a  set  agenda  reflecting  the  concerns  of 
the  Corporate  Quality  Improvement 
Committee.  The  Board  will  keep  a  copy  of 
the  meeting  agenda  and  a  sign-in  sheet  to 
provide  evidence  of  the  meeting. 

The  Corporate  Quality  Assurance 
Committee  will  continue  to  meet  on  a 
quarterly  basis.  The  Committee  will  keep  a 
copy  of  the  meeting  agenda  and  sign  in  sheet 
to  provide  evidence  of  the  meeting. 

IV.  How  will  the  corrective  action  be 
monitored  to  ensure  the  deficient  practice 
will  not  reoccur? 

The  Vice  President  of  Clinical  Services  will 
be  responsible  for  setting  the  meeting  dates 
and  agendas  for  both  the  Board  of  Directors' 
meetings  and  the  Corporate  Quality 
Improvement  meetings.  The  first  of  the 
Board  of  Directors  meeting  dates  will  be  set 
after  the  fourth  and  first  quarter  Corporate 
Quality  Improvement  meetings  and  the 
second  of  the  biannual  meetings  will  occur 
after  the  second  and  third  quarter  Corporate 
Quality  Improvement  meetings. 

The  Vice  President  of  Clinical  Services  will 
also  keep  copies  of  the  sign-in  sheets  and 
agendas  for  the  meetings. 
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Continued  From  Page  2 

There  is  no  documented  evidence  of  Governing 
Authority  meetings  for  2006  and  2007.  The 
Regional  Director  could  not  provide 
documentation  of  the  Governing  Authority 
meeting  minutes  conducted  in  20D6/2007  to 
ensure  that  meetings  were  held. 

On  6/2B/07  at  2:30pm,  the  Regional  Director  was 
interviewed  and  stated  that  the  Governing 
Authority  "does  not  meet  unless  there  is  an 
emergency". 

766.9(d)  Governing  authority 

Section  766.9  Governing  authority. 

The  governing  authority  or  operator,  as  defined 
in  Part  700  of  this  Title,  of  a  licensed  home  care 
services  agency  shall: 


H1002 


(d)  adopt  and  approve  amendments  to  written 
policies  regarding  the  management  and 
operation  of  the  home  care  services  agency  and 
the  provision  of  health  care  services. 

This  Rule  is  not  met  as  evidenced  by- 
Based  on  record  review  and  interview,  the 
agency  did  not  develop  policies  for  the  Health 
Care  Provider  Network  and  Criminal  Background 
Checks  for  employees. 

The  Governing  Authority's  failure  to  maintain 
current  and  complete  policies  and  procedures 
places  the  patients  at  risk  for  receiving  poor 
quality  care. 

The  findings  are: 

The  policy  and  procedure  manual  did  not  contain 


H1008 


H1008 

A.  *Note:  This  POC/policy  was  previously 
developed  for  a  subsidiary  of  the 
organization  arid  was  accepted. 

The  agency  adopted  a  HPN  policy  on 
1 0/22/07  (please  see  enclosure). 

The  agency  shall  in-service  all  employees 
who  occupy  key  role  positions  or  have 
established  HPN  accounts  through  the 
organization  by  03/31/08. 

The  Executive  Vice  President  is  responsible 
for  this  corrective  action  plan. 

Employees  authorized  to  obtain  a  new  HPN 
account  through  the  agency  shall  be  in- 
serviced  on  the  agency's  HPN  policy  once 
the  individual's  request  to  obtain  a  HPN 
account. is  approved  by  the  HPNC.  All  new 
HPN  account  users  will  be  oriented  to  the  . 
agency's  policy  by  the  Branch 
Administrator. 
Continued  on  next  page. . . 
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policies  and  procedures  for  the  Health  Care- 
Provider  Network  and  Criminal  Background 
Check,  ' 

On  6/28/07  at  3:42  pm,  the  Regional  Director 
was  interviewed  and  stated  that  the  policies  will 
be  developed. 
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A  complete  re  view  and  update  of  the 
agency's  Communications  Directory  will  be 
completed  by  3/31/08. 
The  agency's  CIO  is  responsible  for  this 
corrective  action. 


B.  The  Agency's  Policy  and  Procedure 
Manual  does  have  a  Criminal  Background 
Check  policy  (9.20  Criminal  Background 
Checks-Fingerprinting).  The  policy  outlines 
the  fingerprinting  and  criminal  background 
check  procedures. 

The  policy  will  be  redistributed  to  all  office 
managers  by  3/3 1/08.  The  VP  of  Clinical 
Services  will  be  responsible.  • 
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January  11,2006 


The  Board  of  directors  in  conjunction  with  the  Corporate  Quality  Assurance/Performance 
Improvement  comnuttee  has  reviewed  the  Policy  and  Procedure  Manual  and  all  Sns 
herein.  For  the  year  2006,  all  policies  and  procedures  shall  be  considered  accepted  and 
current  unless  otherwise  indicated  or  revised. 


'ice  President  of  Clinical  Services  and 
Quality  Management 


Executive  ¥k£"President 


Richard  F.  Dairies 
Commissioner 


STATE  OF  NEW  YORK 

DEPARTMENT  OF  HEALTH 

Metropolitan  Area  Regional  Office  90  Church  Street,  New  York.  NY  10007 


Wendy  E.  Saunders 
Chief  of  Staff 


April  18,  2008 


Aaron  Bethea 
President 

ANR  Advance  Home  Care  Services,  Inc 

2604  Ave  U 
Brooklyn,  NY  11229 


Re:  Response  to  Plan  of  Correction 
Survey  Date:  February  4,  2008 
License:  LC0424A 


Dear  Mr.  Bethea: 

Please  be  advised  that  the  plan  of  correction  relating  to  the  recent  Article  36  survey  of  your 
agency  have  been  reviewed  by  this  office. 

All  items  were  found  to  be  acceptable  and  it  is  expected  that  you  will  implement  this  plan  within 
the  time  frames  that  were  submitted.  A  post  approval  review  will  be  conducted  to  verity  the 
correction  of  deficiencies. 

If  you  have  any  questions  regarding  this  matter,  please  contact  (21 2)  41 7-5888. 


7^ 


Cheryl  Phoenix-Tannis,  RN.  MSN,  CS 
Program  Manager 

Home  Health  and  Hospices  Services 
Metropolitan  Area  Regional  Offices 
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H  000  Initial  Comments 


A  full  Survey  was  conducted  at  ANR  Advance 
Home  Care  Services,  Inc.  on  2/4/08. 

Six  (6)  Patient  Care  Records  were  reviewed  and 
are  identified  as  Patients  #1  -  #6. 

Eight  (8)  Personnel  records  were  reviewed  and 
are  identified  as  Employees  #1  -  #8. 

The  agency  Policy  and  Procedure  Manual, 
Quality  Assurance  Committee  Meetings  and 
Governing  Authority  Meeting  Minutes  were 
reviewed. 
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766.1(a)(9)  Patient  rights 

Section  766.1  Patient  rights. 

(a)  The  governing  authority  shall  establish  written 
policies  regarding  the  rights  of  the  patient  and 
shall  ensure  the  development  of  procedures 
implementing  such  policies.  These  rights, 
policies  and  procedures  shall  afford  each  patient 
the  right  to: 


(9)  submit  patient  complaints  about  the  care  and 
services  provided  or  not  provided  and  complaints 
concerning  lack  of  respect  for  property  by 
anyone  furnishing  service  on  behalf  of  the 
agency,  to  be  informed  of  the  procedure  for  filing 
such  complaints,  and  to  have  the  agency 
investigate  such  complaints  in  accordance  with  ■ 
the  provisions  of  subdivision  (j)  of  section  766.9 
of  this  Part.  The  agency  is  also  responsible  for 
notifying  the  patient  or  his/her  designee  that  if  the 
patient  is  not  satisfied  by  the  response  the 
patient  may  complain  to  the  Department  of 
Health's  Office  of  Health  Systems  Management. 
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This  Rule  is  not  met  as  evidenced  by: 
Based  on  record  review  and  staff  interview,  the 
agency  failed  to  provide  the  patients  with 
accurate  telephone  contact  information  to  lodge 
a  complaint  with  the  Department  of  Health. 

Failure  to  provide  current  and  accurate 
information  places  patients  at  risk  for  not  being 
afforded  their  right  to  lodge  a  complaint  with  the 
Department  of  Health. 

The  finding  is: 

The  agency  "Patient's  Rights"  documents:"  

If  the  patient  is  not  satisfied  with  the  response  by 
the  agency,  the  patient  has  the  right  to  call:  State 
of  New  York  Department  of  Health,  OHSM  ... 
(212)613-4245..." 

The  documented  information  is  not  the  correct 
number  to  contact  the  Department  of  Health. 

On  2/4/08  at  2:42  pm,  the  Director  of  Operations 
was  interviewed  and  did  not  provide  an 
explanation. 

766.4(a)  Medical  orders 
766.4  Medical  orders. 

(a)  The  governing  authority  or  operator  shall 
ensure  that  an  order  from  the  patient's 
authorized  practitioner  is  established  and 
documented  for  the  health  care  services  the. 
agency  provides  to  those  patients  who: 

(1)  are  being  actively  treated  by  an  authorized 
practitioner  for  a  diagnosed  health  care  problem; 
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Continued  From  Page  2 

(2)  have  a  health  care  need  or  change  in 
physical  status  requiring  medical  intervention;  or 

(3)  are  home  health  aide  or  personal  care 
services  patients  of  a  certified  home  health 
agency. 

This  Rule  is  not  met  as  evidenced  by: 
Based  on  record  reviews  and  staff  interview,  the 
agency  failed  to  obtain  orders  from  an  authorized 
.  practitioner  for  health  care  services.  This  was 
evident  for  five  (5)  of  six  (6)  patient  care  records 
reviewed.  (  Patients  #2,3,4,5,  and  6) 

Failure  of  the  agency  to  maintain  documentation 
of  medical  orders  for  home  care  services  places 
patients  at  risk  for  not  receiving  services 
authorized  by  a  practitioner. 

The  findings  are:  . 

1)  Patient  #2  was  admitted  on  "1/1/02"  with 
diagnoses  of  Hypertension,  Gastritis  and 
Hypothyroid. 

The  patient  care  record  lacked  documentation  of 
medical  orders  for  home  care  services  by  an 
authorized  practitioner. 

2)  Patient  #3  was  admitted  on  "9/4/02"  with 
diagnoses  Hypertension,  Arthritis  and 
Osteoporosis. 

The  patient  care  record  lacked  documentation  of 
medical  orders  for  home  care  services  by  an 
authorized  practitioner. 

3)  Patient  #4  was  admitted  on  "1 0/3/05"  with 
diagnoses  Hypertension,  Osteoporosis. 

The  patient  care  record  lacked  documentation  of 
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:  medical  orders  for  home  care  services  by  an 
I  authorized  practitioner. 

I  4)  Patient  #5  was  admitted  on  "6/2/06"  with 
'  I  diagnoses  Parkinson's  Disease  and  Dementia.  . 

|  The  patient  care  record  lacked  documentation  of 
i  medical  orders  for  home  care  services  by  an 
authorized  practitioner. 

5)  Patient  #6  was  admitted  on  "6/1/01"  with 
diagnoses  Hypertension,  Osteoarthritis,  Panic 

Disorder  and  Arthritis. 

The  patient  care  record  lacked  documentation  of 
medical  orders  for  home  care  services  by  an 
authorized  practitioner. 

On  2/4/08  at  1 1 : 1 5  am,  the  Director  of 
Operations  was  interviewed  and  stated.  "Usually 
with  private  patients  we  speak  to  the  MD  and  get 
■■  a  verbal  order  for  care.  It  is  just  not 
!  documented." 

| 

H  622  \  766.5(c)  Clinical  supervision 

|  766.5  Clinical  supervision.  The  governing 
authority,  shall  ensure  for  all  health  care  services 
i  that: 


H  502 


(c)  home  health  aides  or  personal  care  aides  are 
supervised,  as  appropriate,  by  a  registered 
professional  nurse  or  licensed  practical  nurse,  or 
;  a  therapist  if  the  aide  carries  out  simple 
|  procedures  as  an  extension  of  physical  therapy, 
;  occupational  therapy  or  speech/language 
pathology. 

!  This  Rule  is  not  met  as  evidenced  by: 

■  Based  on  record  reviews  and  staff  interview,  the 
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PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
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A  spreadsheet  was  developed  to  assure  that 
all  home  health  and  personal  care  aides  who 
require  weekly  supervision  prior  to  the  return  of 
their  Criminal  History  Record  Check,  receive  the 
mandated  supervision.  The  Director  of  Nursing 
is  responsible  to  communicate  with  the  field 
nurses  the  supervision  requirements  of  the 
aides,  oversee  the  completeness  of  the  aides' 
personnel  record,  and  to  change  the  frequency 
of  the  supervision  when  the  Criminal  History 
Record  Check/  fingerprinting  has  been 
received. 
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I  agency  failed  to  document  supervision  of  Home 
i  Health  Aides  while  awaiting  the  results  for  the 
Criminal  History  Record  Check.  This  was  evident 
'  for  two  (2)  of  eight  (8)  personnel  records 
.  reviewed.  (  Employee  #  1  and  #2) 

I  Failure  to  document  adequate  supervision  of  the 
\  paraprofessional  staff  places  all  patients  at  risk 
for  receiving  poor  quality  care  from  potentially 
unqualified  individuals. 


The  findings  are: 

■  1 )  The  personnel  record  for  Employee  #1 ,  a 
Persona!  Care  Aide,  has  documented. date  of 
hire  as  "12/19/07".  The  record  lacks  documented 
evidence  of  the  required  supervision  while 
awaiting  for  the  results  of  the  criminal  history 
record  check. 

■ 

;  The  personnel  record  for  Employee  #2,  a 
I  Personal  Care  Aide,  has  documented  date  of 
;  hire  as  "3/1/07".  The  record  lacks  documented 
:  evidence  of  the  required  supervision  while 
;  awaiting  for  the  results  of  the  criminal  history 

\  record  check. 

j 

I  On  2/4/08  at  2:30pm,  the  Director  of  Operations 
]  was  interviewed  and  stated: "  I  will  develop  a 
new  in-home  and  phone  supervision  list." 


H1036|  766.9(1)  Governing  authority 

;  Section  766.9  Governing  authority. 

j  The  governing  authority  or  operator,  as  defined 
|  in  Part  700  of  this  Title,  of  a  licensed  home  care 
i  services  agency  shall: 


(I)  appoint  a  quality  improvement  committee  to 
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(XS) 
COMPLETE 
DATE 


Weekly  supervision  for  Employee  #1  and  #2 
has  been  completed,  and  is  reflected  in  the 
nurses'  supervisory  notes,  filed  in  the  personnel 
records  for  Employee  #1  and  #2.  To  date, 
neither  employee's  Criminal  History  Record 
Check  has  been  returned  to  ANR  Advance 
Home  Care  Services,  Inc.,  therefore,  both 
employees  are  being  supervised  by  the  field 
nurses  once  a  week  (Employee  #1  on  Tuesday 
at  3:00  PM  and  Employee  #2  on  Thursday  at 
2:00  PM).  The  Director  of  Nursing  conducts 
periodic  audits  to  assure  that  all  aides  are 
supervised  as  mandated,  that  their  supervision 
visits  comply  with  the  developed  spreadsheet; 
the  Director  of  Operations  in  collaboration  with 
the  Director  of  Nursing  conduct  periodic  record 
audits  to  assure  that  the  employees'  personnel 
records  contain  the  documentation  necessary 
to  support  the  adequacy  of  the  supervision. 
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Continued  From  Page  5 

H1036 

establish  and  oversee  standards  of  care.  The 
quality  improvement  committee  shall  consist  of  a 
consumer  and  appropriate  health  professional 
persons  including  a  physician  if  professional 
health  care  services  are  provided. The  committee 
shall  meet  at  least  four  times  a  year  to: 

(1)  review  policies  pertaining  to  the  delivery  of- 
the  health  care  services  provided  by  the  agency 
and  recommend  changes  in  such  policies  to  the 
governing  authority  for  adoption; 

(2)  conduct  a  clinical  record  review  of  the  safety, 
adequacy,  type  and  quality  of  services  provided 
which  includes: 

(i)  random  selection  of  records  of  patients 
currently  receiving  services  and  patients 
discharged  from  the  agency  within  the  past  three 
months',  and 

(ii)  all  cases  with  identified  patient  complaints  as 
specified  in  subdivision  (j)  of  this  section; 

(3)  prepare  and  submit  a  written  summary  of 
review  findings  to  the  governing  authority  for 
necessary  action;  and 

(4)  assist  the' agency  in  maintaining  liaison  with 
other  health  care  providers  in  the  community. 


This  Rule  is  not  met  as  evidenced  by: 
Based  on  record  reviews  and  staff  interview,  the 
agency  failed  to  ensure  that  the  Quality 
Improvement  Committee:  discusses  complaints, 
patient  care  records  (current  and  discharged); 
review  the  policy  and  procedure  manual  and 
have  a  physician  present.  This  was  evident  for 
the  agency  Quality  Improvement  Committee 
meetings  minutes. 
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Failure  to  ensure  that  the  Quality  Improvement 
Committee  performs  the  required  functions  and 
contains  the  required  members  places  patients 
at  risk  for  poor  quality  services,  unsafe  and 
inadequate  care. 

The  findings  are: 

The  Quality  Improvement  Committee  Meeting 
Minutes  dated  "1/18/07",  "4/19/07",  "7/30/07", 
"10/29/07"  and  "1/28/08"  lacked  documented 
evidence  of  discussion  of  all  patient  complaints, 
patient  care  records  (current  and  discharged) 
and  review  of  the  policy  and  procedure  manual. 
."  There  was  no  documented  evidence  of 
physician  attendance. 

On  2/4/08  at  2:40  pm,  the  agency  Program 
Consultant  was  interviewed  and  stated:  "The 
complaints  are  discussed.  I  will  schedule 
another  meeting  soon  to  discuss  these  findings 
with  everyone." 


H1142  766.9(o)  Governing  Authority 

Section  766.9  Governing  authority 


(o)  Health  Provider  Network  Access  and 
Reporting  Requirements.  The  governing 
authority  or  operator  of  an  agency  shall  obtain 
from  the  Department '  s  Health  Provider  Network 
(HPN),  HPN  accounts  for  each  agency  that  it 
operates  and  ensure  that  sufficient, 
knowledgeable  staff  will  be  available  to  and  shall 
maintain  and  keep  current  such  accounts.  At  a 
minimum,  twenty-four  hour,  seven-day  a  week 
contacts  for  emergency  communication  and 
alerts,  must  be  designated  by  each  agency  in  the 
HPN  Communications  Directory.  A  policy 
defining  the  agency  '  s  HPN  coverage  consistent 
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with  the  agency  '  s  hours  of  operation  shall  be 
created  and  reviewed  by  the  agency  no  less  than 
annually.  Maintenance  of  each  agency '  s  HPN 
accounts  shall  consist  of,  but  not  be  limited  to, 
the  following: 

(1)  sufficient  designation  of  the  agency  '  s  HPN 
coordinator(s)  to  allow  for  HPN  individual  user 
application; 

(2)  designation  by  the  governing  authority  or 
operator  of  an  agency  of  sufficient  staff  users  of 
the  HPN  accounts  to  ensure  rapid  response  to 
requests  for  information  by  the  State  and/or  local 
Department  of  Health; 

(3)  adherence  to  the 'requirements  of  the  HPN 
user  contract;  and 

(4)  current  and  complete  updates  of  the 
Communications  Directory  reflecting  changes 
that  include,  but  are  not  limited  to,  general 
information  and  personnel  role  changes  as  soon 
as  they  occur,  and  at  a  minimum,  on  a  monthly 
basis. 


This  Rule  is  not  met  as  evidenced  by: 
Based  on  record  review  and  staff  interview,  the 
agency  failed  to  develop  policies  and 
procedures  for  the  Health  Provider  Network 
(HPN)  program. 

Failure  to  develop  a  policy  and  procedure  for  the 
agency  HPN  account  does  not  direct  agency 
staff  in  responding  to  requests  for  information  by 
the  local  health  department  and  management  in 
emergency  situations. 

The  finding  is: 
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The  agency  policy  and  procedure  manual  lacked 
documentation  of  a  policy  and  procedure  for  the 
agency  HPN  account. 

On  2/4/08  at  2:40  pm,  the  Director  of  Operations 
was  interviewed  and  stated:  "We  did  have  them." 
The  Director  could  not  provide  the  supporting 
documentation. 


H1350|  766.1 1(k)  Personnel 


766.11  Personnel. 

The  governing  authority  or  operator  shall  ensure 
for  all  health  care  personnel: 


H1142 


(k)  that  an  annual  assessment  of  the 
performance  and  effectiveness  of  all  personnel  is 
conducted  including  at  least  one  in-home  visit  to 
observe  performance,  if  applicable. 

This  Rule  is  not  met  as  evidenced  by: 
Based  on  record  review  and  staff  interview,  the 
agency  failed  to  ensure  an  administrative 
performance  evaluations  were  completed  for  all 
personnel.  This  was  evident  in  two  (2)  of  eight 
(8)  personnel  records  reviewed.  (Employees  #3 
and  #4) 

Failure  of  the  agency  to  assess  the  performance 
and  effectiveness  of  all  employees  on  an  annual 
basis  places  patients  at  risk' for  poor  quality  and 
unsafe  care. 

The  findings  are: 

1)  The  personnel  record  for  Employee  #3,  a 
Personal  Care  Aide  documents  a  date  of  hire  of 
"6/1/01"  The  documented  performance 
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evaluations  in  the  record  are  dated:  "6/1 0/03" 
"6/5/04"  and  "6/9/05". 

There  are  no  other  documented  performance 
evaluations  in  the  record. 

2}  The  personnel  record  for  Employee  #4,  a 
Registered  Nurse  documents  a  date  of  hire  of 
"10/1 5/01"  and  a  date  of  rehire  as  "6/19/06". 
There  are  no  documented  performance 
evaluations  in  the  employee  file. 

On  2/4/08  at  2:50  pm,  the  agency  Program 

Consultant  was  interviewed  and  stated: "  it 

will  be  done." 

766. 11(!)(1)  Personnel 
766.1 1  Personnel. 

The  governing  authority  or  operator  shall  ensure 
for  all  health  care  personnel: 

0) 

(1)  that  a  program  is  implemented  and  enforced 
for  the  prevention  of  circumstances  which  could 
result  in  an  employee  or  patient/client  becoming 
exposed  to  significant  risk  body  substances 
j  which  could  put  them  at  significant  risk  of  HIV  or 
I  other  blood-borne  pathogen  infection  during  the 
provision  of  services,  as  defined  in  sections  63.1 
and  63.9  of  this  Title.  Such  a  program  shall 
include: 


(i)  use  of  scientifically  accepted  protective 
barriers  during  job-related  activities  which 
involve,  or  may  involve,  exposure  to  significant 
risk  body  substances.  Such  preventive  action 
shall  be  taken  by  the  employee  with  each 
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;  patient/client  and  shall  constitute  an  essential 

element  for  the  prevention  of  bi-directional 
'  spread  of  HIV  or  other  blood-borne  pathogen; 

i  (ii)  use  of  scientifically  accepted  preventive 
;  practices  during  job-related  activities  which 
i  involve  the  use  of  contaminated  instruments  or 
:  equipment  which  may  cause  puncture  injuries; 

;  (iii)  training  at  the  time  of  employment  and  yearly 

:  staff  development  programs  on  the  use  of 

:  protective  equipment,  preventive  practices,  and 

circumstances  which  represent  a  significant  risk  . 
S  for  all  employees  whose  job-related  tasks 
:  involve,  or  may  involve,  exposure  to  significant 
;  risk  body  substances; 

I  (iv)  provision  of  personal  protective1  equipment 
\  for  employees  which  is  appropriate  to  the  tasks 
j  being  performed; 

. :  (v)  a  system  for  monitoring  preventive  programs 
!  to  assure  compliance  and  safety. 

I' 

I  This  Rule  is  not  met  as  evidenced  by: 
j  Based  on  record  review  and  interview,  the 
!  agency  failed  to  ensure  that  all  employees 
j  receive  the  required  annual  training  on  Universal 
i  Precaution  and  HIV  Confidentiality.  This  was 
j  evident  for  two  (2)  of  eight  (8)  personnel  records 
|  reviewed.  (Employee  #4,  and  #5) 

I  Failure  to  ensure  that  employees  receive  the 
|  required  annual  in-services  places  patients  at 
j  risk  for  poor  quality  care. 


I 


The  findings  are: 

1)  The  personnel  record  for  Employee  #4,  a 
Registered  Nurse,  has  a  date  of  hire 
documented  as  "10/15/01"  and  date  of  re-hire 
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ANR.  Home  Care  Services,  Inc. 
conducted  a  formal  review  of  all 
employee  records  and  has  scheduled  in- 
service  training  to  assure  that  all 
employees  and  office  staff  were  . 
provided  with  training  for  Universal 
Precautions  and  HIV  Confidentiality. 
Both  Employee  #  4  and  #5  attended  an 
in-service  on  April  2,  2008  and  evidence 
of  they  receiving  the  appropriate  in- 
service  training  lias  been  filed  in  their 
employee  record. 

Whereby  an  employee  did  not  have 
evidence  of  these  in-services  in  their 
employee  record  and  was  not  able  to 
attend  the  scheduled  in-service 
training,  the  Director  of  Nursing 
provided  this  training  by  meeting 
these  employees  in  the  field. 
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documented  as  "6/1 9/06". 

The  personnel  file  had  no  documented  evidence 
of  an  annual  in-service  for  Universal  Precaution 
and  HIV  Confidentiality. 

2)  The  personnel  record  for  Employee  #5,  a 
Personal  Care  Aide,  has  a  date  of  hire 
documented  as  "3/1/02". 

The  documented  training  for  Universal 
Precaution  and  HIV  Confidentiality  in  the  record 
is  dated:  "3/1/02." 

On  2/4/08  at  2:45pm,  the  Director  of  Operations 
was  interviewed  and  confirmed  that  the  training 
information  is  not  in  the  file. 


ID 
PREFIX 
TAG 


H1354 


PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


<X5) 
COMPLETE 
DATE 


ITATE  FORM 


021199 


TMHP11 


If  continuation  sheet  1 2  of  1 2 


New  York  State  Department  of  Health. 

PRINTED:  03/12/2008 
FORM  APPROVED 

STATEMENT  OF  DEFICIENCIES 
AND  PLAN  OF  CORRECTION  ' 

(X1)  PROVIDER/SUPPLIER/CLIA 
IDENTIFICATION  NUMBER: 

LC0424A 

(X2)  MULTIPLE  CONSTRUCTION 

A.  BUILDING 

B.  WING 

(X3)  DATE  SURVEY 
COMPLETED 

02/04/2008 

NAME  OF  PROVIDER  OR  SUPPLIER 

ANR  ADVANCE  HOME  CARE  SERVICES,  INC. 

STREET  ADDRESS,  CITY,  STATE,  ZIP  CODE  ' 

2604  AVENUE  U 
BROOKLYN,  NY  11229 

(X4)  ID                     SUMMARY  STATEMENT  OF  DEFICIENCIES 
PREFIX               (EACH  DEFICIENCY  MUST  BE  PRECEDED  BY  FULL 
TAG               REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 

ID                          PROVIDER'S  PLAN  OF  CORRECTION  (X5) 
PREFIX                  (EACH  CORRECTIVE  ACTION  SHOULD  BE  COMPLETE 
TAG                 CROSS-REFERENCED  TO  THE  APPROPRIATE  DATE 

DEFICIENCY) 

H  000  Initial  Comments  H  000 


A  full  Survey  was  conducted  at  ANR  Advance 
Home  Care  Services,  Inc.  on  2/4/08. 

Six  (6)  Patient  Care  Records  were  reviewed  and 
are  identified  as  Patients  #1  -  #6. 

Eight  (8)  Personnel  records  were  reviewed  and 
are  identified  as  Employees  #1  -#8. 

The  agency  Policy  and  Procedure  Manual, 
Quality  Assurance  Committee  Meetings  and 
Governing  Authority  Meeting  Minutes  were 
reviewed . 


<  224  766.1  (a)(9)  Patient  rights 

Section  766.1  Patient  rights. 

(a)  The  governing  authority  shall  establish  written 
policies  regarding  the  rights  of  the  patient  and 
shall  ensure  the  development  of  procedures 
implementing  such  policies.  These  rights, 
policies  and  procedures  shall  afford  each  patient 
'  the  right  to: 


(9)  submit  patient  complaints  about  the  care  and 
services  provided  or  not  provided  and  complaints 
concerning  lack  of  respect  for  property  by 
anyone  furnishing  service  on  behalf  of  the 
agency,  to  be  informed  of  the  procedure  for  filing 
such  complaints,  and  to  have  the  agency 
investigate  such  complaints  in  accordance  with 
the  provisions  of  subdivision  (j)  of  section  766.9 
of  this  Part.- The  agency  is  also  responsible  for 
notifying  the  patient  or  his/her  designee  that  if  the 
patient  is  not. satisfied  by  the  response  the 
patient  may  complain  to  the  Department  of 
Health's  Office  of  Health  Systems  Management 
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ID  PREFIX:  H224  The  Governing  Authority  shall  establish  written  policies 
regarding  patient's  rights.,  submit  complaints  about  care  or  services. ..the  agency 
is  also  responsible  for  notifying  the  patient  or  his/her  designee  that  if  s/he  is  not 
satisfied  patient  may  complain  to  the  Department  of  Health's  Office  of  Health 
Systems  Management 

PLAN  OF  CORRECTION:  All  documents  representing  the  client's/designee's 
right  to  access  the  Departments  of  Health's  Office  of  Health  Systems 
Management  were  reviewed  and  where  required,  in  the  Client's  Admission 
Packet,  the  telephone  number  was  corrected.  An  in-service  was  presented  to  all 
senior  staff  on  02/25/08  concerning  the  client's/designee's  right  to  be  able  to 
access  this  information  and  the  agency's  'open-door'  policy  concerning  any 
complaint/feedback  generated  by  the  clients  and/or  clients'  representatives.  The 
revised  Client's  Grievance  Form  was  distributed  to  all  active  clients,  providers 
representing  ANR  Advance  Home  Care  Services  and  replaced  the  erroneous 
document  in  eh  Client's  Admission  Packet.  In  addition,  during  two  scheduled  in- 
service  training  programs,  the  document  was  presented  to  the  Home  Health 
Aides  and  Personal  Care  Aides  in  attendance;  the  remainder  of  the. staff  is 
scheduled  to  attend  an  in-service  on  03/25/08,  at  which  time,  it  will  be  assure  that 
all  current  staff  is  aware  of  the  NYSDOH,  OHSM.  Attachment  A  represents  the 
information  provided  to  the  clients,  their  designees  and  all  persons  representing 
the  agency. 
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This  Rule  is  not  met  as  evidenced  by: 

Based  on  record  review  and  staff  interview,  the 

agency  failed  to  provide  the  patients  with 

accurate  telephone  contact  information  to  lodge  - 
a  complaint  with  the  Department  of  Health. 

Failure  to  provide  current  and  accurate 
information  places  patients  at  risk  for  not  being 
afforded  their  right  to  lodge  a  complaint  with  the 
Department  of  Health. 

The  finding  is: 

The  agency  "Patient's  Rights"  documents:"  

tf  the  patient  is  not  satisfied  with  the  response  by 
the  agency,  the  patient  has  the  right  to  call:  State 
of  New  York  Department  of  Health,  OHSM  ... 
(212)613-4245..." 

The  documented  information  is  not  the  correct ' 
number  to  contact  the  Department  of  Health. 

On  2/4/08  at  2:42  pm,  the  Director  of  Operations  1       \  ■ 

was  interviewed  and  did  not  provide  an 

explanation. 

PLAN  OF  CORRECTION:  To  assure  thai  all  services  are  provided  under  the 
H  W>    7RR         MpHiral  nrdpr^  direction  of  the  client's  authorized  practioner  and  that  the  authorized  practioner  is 

/bb.4<a)  IVieaicai  oraers  informed  when  there  are  changes  in  the  client's  medical  condition,  several 

.  operational  changes  have  been  made  as  interim  procedures.  A  focus  QPI  survey 

766.4  Medical  Orders.  was  conducted  on  02/07/08;  the  findings  of  this  survey  reflected  the  findings  of 

■  '  the  NYSDOH  Full  Survey  on  02/04/08.  The  Director  of  Nursing  was  assigned  the 

(a)  The  governing  authority  or  operator  sha  responsibility  for  ensuring  that  all  services  are  authorized  and  this  authorization  is 
ensure  that  an  Order, from  the  patient's  represented  by  a  completion  of  one  of  three  document,  (1)  the  485,  (2)  a  Ml  10. 

authorized  practitioner  is  established  and      or  (3)  Authorized  Practioner's  Order  Form  (Attachment  B).  A  support  staff 
i  .    .  c    ,.  „„  „  tu,  person  was  hired,  and  has  the  responsibility  of  completing  all  biographical 

documented  for  the  health  care  services  tht  ^rmation  on  tne  485/physician  order  form,  a  self-addressed  stamped  envelop, 
agency  provides  to  those  patients  who:  gnd  assurethe  accuracy  of  the  provider's  contact  information  when  a  client  is 

admitted  to  the  agency.  The  completed  folder  is  forwarded  to  the  Director  of 
(1 )  are  being  actively  treated  by  an  authOriZ'  Nursing  who,  through  her  direct  efforts  or  referral  to  another  field  supervisor, 
practitioner  for  a  diagnosed  health  care  prol  completes  the  485/Authorized  Practioner's  Order  Form,  sends  by  facsimile  when 

the  Practioner  approves  this  method,  and  sends  to  the  Authonzed  Practioner  the 
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(2)  have  a  health  care  need  or  change  in 
physical  status  requiring  medical  intervention;  or 

(3)  are  home  health  aide  or  personal  care 
services  patients  of  a  certified  home  health 
agency. 

This  Rule  is  not  met  as  evidenced  by: 
Based  on  record  reviews  and  staff  interview,  the 
agency  failed  to  obtain  orders  from  an  authorized 
practitioner  for  health  care  services.  This  was 
evident  for  five  (5)  of  six  (6)  patient  care  records 
reviewed.  (  Patients  #  2,  3,  4  ,  5,  and  6) 

Failure  of  the  agency  to  maintain  documentation 
of  medical  orders  for  home  care  services  places 
patients  at  risk  for  not  receiving  services 
authorized  by  a  practitioner.  . 

The  findings  are:  - 

1)  Patient  #2  was  admitted  on  "1/1/02"  with 
diagnoses  of  Hypertension,  Gastritis  and 
Hypothyroid. 

The  patient  care  record  lacked  documentation  of 
medical  orders  for  home  care  services  by  an ' 
authorized  practitioner. 

2)  Patient  #3  was  admitted  on  "9/4/02"  with 
diagnoses  Hypertension,  Arthritis  and 
Osteoporosis. 

The  patient  care  record  lacked  documentation  of 
medical  orders  for  home  care  services  by  an 
authorized  practitioner. 

3)  Patient  #4  was  admitted  on  "10/3/05" .with 
diagnoses  Hypertension,  Osteoporosis. 

The  patient  care  record  lacked  documentation  of 


H502 

written  (original)  document  for  his/her  signature.  The  Director  of  Nursing  assures 
that  all  orders  are  currentand  accurately  reflect  the  condition  of  the  client.  To 
assure  continued  compliance,  ANR  Advance  Home  Care  Services,  Inc  has 
received  a  demonstration  of  an  automated  clinical  record  from  August  Systems 
(Attachment  C)    which  will  assure  that  an  accurate  485/Practioner's  order  is 
generated.  After  the  completion  of  the  485/Practioner's  order,  the  automated 
document  will  be  reviewed  by  The  Director  of  Nursing  and/or  his/her  designee 
and  will  be  forwarded  to  the  client's  Authorized  Practioner.  Additionally,  a  clencal 
staff  employee  has  been  hired  to  serve.as  a  messenger,  bnngmg  the  necessary 
documents  to  the  client's  authorized  practioner's  location  or  procuring  from  the 
documents  from  the  Authorized  Provider.  Two  weeks  after  the  procurement  of 
orders  procedures  were  changed',  a  follow-up  focus  review  was  conducted.  The 
expected  outcome  at  this  interval  was  65%  compliance.  ANR  Advance  Home 
Care  Services'  Inc.  Quality  and  Performance  Improvement  Committee  report 
revealed  that  the  compliance  threshold  was  83%  at  that  time.  The  agency 
continues  to  increase  its  compliance  to  this  area.  An  additional  focus  survey  was 
conducted  on  the  day  of  the  completion  of  this  Plan  of  Correction.  The 
compliance  threshold  was  found  to  be  89%.  The  targeted  threshold I  by  the  next 
Quality  and  Performance  Improvement  Committee  meeting  on  03/24/08  is  90  h 
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medical  orders  for  home  care  services  by  an  ■ 
authorized  practitioner. 

4)  Patient  #5  was  admitted  on  "6/2/06"  with 
diagnoses  Parkinson's  Disease  and  Dementia 

The  patient  care  record  lacked  documentation  of 
medical  orders-for  home  care  services  by  an 
authorized  practitioner. 

5)  Patient  #6  was  admitted  on  "6/1/01"  with 
diagnoses  Hypertension,  Osteoarthritis,  Panic 
Disorder  and  Arthritis. 

The  patient  care  record  lacked  documentation  of 
medical  orders  for  home  care  services  by  an 
authorized  practitioner. 

On  2/4/08  at  1 1 A  5  am,  the  Director  of 
Operations  was' interviewed  and  stated:  "Usually 
with  private  patients  we  speak  to  the  MD  and  get 
a  verbal  order  for  care.  It  is  just  not 
documented." 


766.5(c)  Clinical  supervision 

766.5  Clinical  supervision.  The  governing 
authority  shall  ensure  for  all  health  care  service 
that: 


(c)  home  health  aides  or  personal  care  aides  are 
supervised,  as  appropriate,  by  a  registered 
professional  nurse  or  licensed  practical  nurse,  or 
a  therapist  if  the  aide  carries  out  simple 

procedures  as  an  extension  of  physical  therapy,    aides/personal  care  aides 
occupational  therapy  or  speech/language 
pathology. 

This  Rule  is  not  met  as  evidenced  by: 
Based  on  record  reviews  and  staff  interview,  the 


PLAN  OF  CORRECTION:  The  agency's  policies  and  procedures  were  reviewed 
The  findings  were  that,  although  the  appropriate  level  of  supervision  was  being 
conducted  by  field  nursing  staff,  and  coordinated  by  The  Director  of  Nursirigf 
Director  of  Operations,  the  documentation  did  not  accurately  reflect  this  process. 
To  assure  that  those  home  health  aides/personal  care  aides  whose  Criminal 
Background  History  has  not  been  received  by  the  agency  are  properly 
supervised,  the  Coordinator  of  Human  Resources  has  created  a  process  by 
which  all  coordinators,  and  The  Director  Of  Nursing  are  informed  when  the 

™Z?  BfC£r0Und  HiS,0fy  ReCOfd  Check  is  comP'eted,  thus  allowing  the 
agency  s  staff  to  supervise  the  home  health  aide/personal  care  aide  ever/  two 
weeks  or  when  necessitated  by  changes  in  the  duties  they  need  to  conduct 
T^.^T^Jt0^  Proced^es  and/or  regulations  A  focus  survey  y,as 


conducted  on  02/21/08  to  assess  the  degree  of  compliance  to  the  change  in  ihe 
^JE£L"5  fl^S  used  for  communicating  the  supervision  of  h«S»  hSh 
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agency  failed  to  document  supervision  of  Home 
Health  Aides  while  awaiting  the  results  for  the 
Criminal  History  Record  Check,  This  was  evident 
for  two  (2)  of  eight  (8)  personnel  records 
reviewed.  (  Employee  #  1  and, #2) 

Failure  to  document  adequate  supervision  of  the 
paraprofessional  staff  places  all  patients  at  risk 
for  receiving  poor  quality  care  from  potentially 
unqualified  individuals. 

The  findings  are: 

1 )  The  personnel  record  for  Employee  #1 ,  a 
Personal  Care  Aide,  has  documented  date  of 
hire  as  "12/19/07".  The  record  lacks  documented 
evidence  of  the  required  supervision  while 
awaiting  for  the  results  of  the  criminal  history 
record  check. 

The  personnel  record  for  Employee #2,  a 
Personal  Care  Aide,  has  documented  date  of 
hire  as  "3/1/07",  The  record  lacks  documented 
evidence  of  the  required  supervision  while 
awaiting  for  the  results  of  the  criminal  history 
record  check. 

On  2/4/08  at  2:30pm,  the  Director  of  Operations 
was  interviewed  and  stated:  "  I  will  develop  a 
new  in-home  and  phone  supervision  list." 


H  622 


H1036  766.9(1)  Governing  authority 

Section  766.9  Governing  authority. 

The  governing  authority  or  operator,  as  defined 
in  Part  700  of  this  Title,  of  a  licensed  home  care 
services  agency  shall: 


(l):appoint  a  quality  improvement  committee  to 


STATE  FORM 


PLAN  OF  CORRECTION:  To  assure  the  optimal  contribution  of  the  Quality  and 
Performance  Improvement  Committee,  Dr  Yevgeniya  Karamzena  (GP)  has  been 
appointed  to  the  QPI  Committee  and  PAC.  Dr  Karamezena  brings  a  unique  set 
of  experiences  to  these  committees  as  her  parents  have  been  clients  of  ANR 
Advance  Home  Care  Services,  and  she  is  the  physician  caring  for  several  of  the 
agency's  clients.  The  additional  members  of  the  QPI  Committee  can  be  found  on 
■Attachment  D.  In  order  that  patient  complaints  were  effectively  documented,  and 
the  necessary  actions,  contingent  upon  these  complaints  were  taken,  the 
agency's  QPI  policies  concerning  patient's  complaints  was  reviewed  by  the  QPI 
Committee.  The  Director  of  Ql  was  identified  as  the  senior  staff  who  will  collect 
the  data  concerning  patient  complaints,  and  interview  the  appropriate  staff  and/or 
provider  associated  to  the  agency,  to  ensure  all  information  is  reliable,  that  the 
employee  about  whom  the  complaint  was  made  has  the  opportunity  to  provide  a 
statement  regarding  his/her  perceptions  of  the^situation  when  it  is  required,  and 
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that  all  complaints  are  effectively  resolved.   The  mandatory  survey  process  to 
analyze  the  nature  of  this  information  was  conducted  on  data  collected  from 
02/07/08  to  03/20/08.  The  findings  of  this  survey  were  that  there  were  few 
complaints  by  either  clients  (2;  both  of  which  concerned  the  tardiness  of  the. 
home  health  aide/personal  care  aide)  or  their  representatives  (0).  The 
coordinators  who  are  responsible  for  the  oversight  of  the  work  of  these 
employees  reported  that  tardiness  was  not  characteristic  of  their  conduct,  but  did 
discuss  with  these  aides  the  need  to  be  timely,  and  the  clinical/professional 
health  care  services  are  provided.The  committee  importarlCe  of  maintaining  their  schedules.  To  further  assure  that  all  clients  have 
Shall  meet  at  least  four  times  a  year  to:  greater  access  to  agency  staff,  an  additional  employee  has  been  hired  to 

augment  the  work  of  the  coordinators  to  conduct  attendance  checks.  In  this  way, 

the  agency  has  been  able  to  extend  the  affability  with  which  it  relates  to  the 
clients  and  provides  the  clients  an  informal  opportunity  to  discuss  their 
experiences  with  agency  staff.  To  ensure  that  patient  care  records,  both  current 
and  discharged,  and  the  review  of  the  policy  and  procedure  manual  is  a  fandion 
of  the  QPI  Committee,  the  function  of  the  committee  as  identified  in  the  NYSDOH 
regulations,  and  the  agency's  policies/procedureswill  be  presented  to  the  QPI 


H1036  Continued  From  Page  5 

establish  and  oversee  standards  of  care.  The 
quality  improvement  committee  shall  consist  of  a 
consumer  and  appropriate  health  professional  ^ 
persons  including  a  physician  if  professional 


(1)  review  policies  pertaining  to  the  delivery  of 
the  health  care  services  provided  by  the  agency 
and  recommend  changes  in  such  policies  to  the 
governing  authority  for  adoption; 


(2)  conduct  a  Clinical  record  review  Of  the  safety,   Committee  during  its  next  meeting  on  03/24/08.  Two  new  procedures  will  be 


adequacy,. type  and  quality  of  services  provided 
which  includes:  ■ 

(i)  random  selection  of  records  of  patients 
currently  receiving  services  and  patients 
discharged  from  the  agency  within  the  past  three 
months;  and 

(ii)  all  cases  with  identified  patient  complaints  as 
.specified  in  subdivision  (j)  of  this  section; 

(3)  prepare  and  submit  a  written  summary  of 
review  findings  to  the  governing  authority  for 
necessary  action;  and 

(4)  assist  the  agency  in  maintaining  liaison  with 
other  health  care  providers  in  the  community. 

This  Rule  is  not  met.as  evidenced  by: 
Based  on  record  reviews  and  staff  interview,  the 
agency  failed  to  ensure  that  the  Quality 
Improvement  Committee:  discusses  complaints, 
patient  care  records  (current  and  discharged); 
.  review  the  policy  and  procedure  manual  and 
have  a  physician  present.  This  was  evident  for 
the  agency  Quality  Improvement  Committee 
meetings  minutes. 


presented  to  the  committee:  (1)  the  procurement  of  authorized  practioner's 
orders  and  (2)  the  tracking  of  supervision  for  home  health  or  personal  care  aides 
prior  to  receipt  of  the  Criminal  Background  History  information.  Additionally,  a 
Utilization  Review  was  conducted  on  20  client  records  to  pilot  a  new  review  tool 
and  to  provide  focus  survey  data,  as  aforementioned.  The  findings  of  the  review 
will  be  a  part  of  the  QPI  Committee  meeting;  input  from  the  committee  will  serve 
to  direct  the  quality  improvement  initiatives  necessary  for  greater  compliance  io 
the  targeted  areas.  During  the  2nd  Quarter  QPI  Committee  meeting,  a 
representative  sample  of  the  number  active  and  discharged  client's  records  and 
the  clinical  (Disease)  categories  serviced  by  the  agency  will  be  reviewed.  The 
findings  of  this  Utilization  Review  will  reported  to  the  committee  members  by  The 
Director  of  Ql  and  will  be  a  part  of  the  agenda  of  the  meeting  for  the  3rd  quarter. 
At  this  time,  the  QPI  Committee  will  analyze  the  data  and  the  appropriate  quality 
and  performance  improvement  activities  will  be  determined.-' 
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documented  as  "6/19/06". 

The  personnel  file  had  no  documented  evidence 
of  an  annual  in-service  for  Universal  Precaution 
and  HIV  Confidentiality. 

2)  The  personnel  record  for  Employee  #5,  a  ■ 
Personal  Care  Aide,  has  a  date  of  hire 
documented  as  "3/1/02". 

The  documented  training  for  Universal 
Precaution  and  HIV  Confidentiality  in  the  record 
.  is  dated:  "3/1/02." 

On  2/4/08  at  2:45pm,  the  Director  of  Operations 
was  interviewed  and  confirmed  that  the  training 
information  is  not  in  the  file, 


ID  PREFIX  H1354:  ...the  personnel  file  had  no  documented  evidence  of  an  | 
annual  in-service  for  Universal  Precautions  and  HIV  Confidentiality 

PLAN  OF  CORRECTION:  To  assure  that  all  employees  and  agency 
representatives  are  knowledgeable  of  the  policies  on  Universal  Precautions  and 
HIV  Confidentiality,  the  agency's  policies  and  procedures  were  reviewed  with  all 
field  nurses  and  nursing  supervisors.  The  registered  nurses  will  be  responsible 
for  providing  the  home  health  and  personal  care  aides  with  these  policies  and  the 
necessary  tutorials  to  make  certain  that  the  annual  presentation  of  this 
information  is  presented.  Upon  completion  of  each  in-service,  the  home  health 
and  personal  care  aides  will  sign  an  attestation  form  (Attachment  E)  which  will  be 
a  part  of  their  permanent  employee  record.  Additionally,  during  the  mandatory 
in-services  scheduled  in  May  2008,  these  policies  and  procedures  will  be 
reviewed. 
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STATE  OF  NEW  YORK 

DEPARTMENT  OF  HEALTH 


Metropolitan  Area  Regional  Office  90  Church  Street,  New  York,  NY  10007 


Richard  F.  Daines 
Commissioner 


January  9,  2008 
Ms.  Dawn  Brill,  RN 

Vice  President  or  Regional  Operations-NE 
Premier.  Home  Health  Care  Services 
360  Hamilton  Ave,  Suite  120 
White  Plains,  NY  10601 


Dear  Ms.  Brill: 

Please  be  advised  that  the  plan  of  correction  relating  to  the  attempt  to  perform  an  Article  36 
survey  of  your  agency  have  been  reviewed  by  this  office. 

All  items  were  found  to  be  acceptable  and  it  is  expected  that  you  will  implement  this  plan  within 
the  time  frames  that  were  submitted.  A  post  approval  review  will  be  conducted  to  verity  the 
correction  of  deficiencies. 

If  you  have  any  questions  regarding  this  matter,  please  contact  (212)  417-5888. 


Re:  Response  to  Plan  of  Correction 
Survey  Date:  November  16th  2007 
License:  1086L003 


Cheryl  Phoenix-Tannis,  RN.  MSN,  CS 
Program  Manager 

Home  Health  and  Hospices  Services 
Metropolitan  Area  Regional  Offices 


home  health  care  services,  inc. 


January  3,  2008 


New  York  State  Department  of  Health 
Metropolitan  Area  Regional  Office 
90  Church  Street 
New  York,  NY  10007 

Attn"  Cheryl  Phoenix-  Tannis,  RN,  MSN,  CS 

Program  Manager-  Home  Health  and  Hospice  Services 

Dear  Ms.  Phoenix-  Tannis,  RN,  MSN,  CS 

Enclosed  is  the  Plan  of  Correction  in  response  to  the  Statement  of  Deficiency  for 
the  full  survey  conducted  on  November  167  2007  at  Premier  Home  Health  Care 
Services,  1800  White  Plains  Road,  Bronx,  NY  10462. 

If  you  have  any  questions,  please  contact  me  at  845-489-2395. 
Sincerely, 

Dawn  Brill,  RN 

Vice  President  of  Regional  Operations-  North  East 
cc:  File 
Enclosure 
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SUMMARY  STATEMENT  OF  DEFICIENCIES 
(EACH  DEFICIENCY  MUST  BE  PRECEDED  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


H  000  Initial  Comments 


A  Full  Survey  was  conducted  at  Premier  Home 
Health  Care  Services,  Inc.  on  November  16, 

j  2007.  ' 

i 

Five  (5)  Patient  Records  were  reviewed  and  are 
identified  as  Patients  #1  to  #5. 

Seven  (7)  Personnel  Records  were  reviewed  and 
are  identified  as  Employees  #1  to  #7. 

The  agency  Policy  and  Procedure  Manual, 
Federal  Tax  ID,  Quality  Improvement/Quality 
Assurance  Committee  Meeting  Minutes,  and 
Admission  Packet  were  reviewed. 


ID 

PREFIX 
TAG 


H  000 


H  204 


1.04  766.1(a)(1)  Patient  rights 
Section  766.1  Patient  rights. 

(a)  The  governing  authority  shall  establish  written 
policies  regarding  the  rights  of  the  patient  and 
shall  ensure  the  development  of  procedures 
implementing  such  policies.  These  rights, 
policies  and  procedures  shall  afford  each  patient 
the  right  to: 

(1)  be  informed  of  these  rights,  and  the  right  to 
exercise  such  rights, 'in  writing  prior  to  the 
initiation  of  care,  as  evidenced  by  written 
documentation  in  the  clinical  record; 

(2)  be  given  a  statement  of  the  services  available 
by  the  agency  and  related  charges; 

(3)  be  advised  before  care  is  initiated  of  the 
extent  to  which  payment  for  agency  services  may 
be  expected  from  any  third  party  payors  and  the 
extent  to  which  payment  may  be  required  from 
the  patient. 

^ORATORY  DIRECTORS  OR^IDER/?  UPPLIER  REPRESENTATIVE'S  SIGNATURE 
T.  rORM 


PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


H204 

As  part  of  the  admission  process,  it  is 
the  Policy  of  Premier  Home  Health 
Care  Service  (#15.3)  for  the  Field 
Nurse  Supervisor  to  review  the  Patient 
Bill  Of  Rights  Document ,  and  obtain 
the  patient's  or  patient's 
representative's  signature.  A  copy  of 
the  signed  Patient  Bill  Of  Rights  is  filed 

in  the  patient's  clinical  file  and  a  copy 

is  provided  to  the  patient. 

I.  Corrective  actions  that  will  be 
accomplished  for  those  patients  found 
to  have  been  affected  by  the  deficient 
practice. 

•  The  Field  Nurse  Supervisor  will 
perform  a  home  visit  to  patients  #1 ,  #2, 
#2',  #4,  #5  who  were  noted  to  have  the 
deficiency  upon  DOH  survey.  The  Field 
Nurse  Supervisor  will  review  the 
Patient  Bill  Of  Rights,  and  obtain  the 
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(i)  The  agency  shall  advise  the  patient  of  any 
changes  in  information  provided  under  this 
paragraph  or  paragraph  (2)  of  this  subdivision  as 
soon  as  possible, .but  no  later  than  30  calendar 
days  from  the  date  the  agency  becomes  aware 
of  the  change. 

(ii)  All  information  required  by  this  paragraph 
shall  be  provided  to  the  patient  both  orally  and  in 
writing; 

(4)  be  informed  of  all  services  the  agency  is  to  . 
provide,  when  and  how  services  will  be  provided, 
and  the  name  and  functions  of  any  person  and 
affiliated  agency  providing  care  and  services. 


This  Rule  is  not  met  as  evidenced  by: 
Based  on  record  review  and  staff  interview,  the 
agency  failed  to  provide  the  patients  (at  the 
initiation  of  care)  with  written  information 
regarding  the  specific  services  to  be  provided 
and  the  financial  liability.  This  was  evident  for  five 
(5)  out  of  five  (5)  records  reviewed.  (  Patient 
records*  1,2,3,4  and  5) . 

Failure  to  inform  the  patient  of  the  services  to  be,, 
provided  and  the  financial  liability  places  the 
patients  at  risk  for  not  being  fully  informed  of  all 
their  rights. 

The  findings  are: 

1)Patient#1  was  admitted  on  5/4/03  with 
diagnoses  of  Non  Insulin  Dependent  Diabetes 
Mellitus,  Retinopathy  and  Pneumonia. 

The  patient  care  record  lacked  documented 
evidence  that  the  patient  was  informed  of  the 
services  to  be  provided. 


H204 


PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


patient's  or  patient's  representative's 
signature.  A  copy  of  the  signed  Patient 
Bill  Of  Riehts  will  be  filed  in  the 
patient's  clinical  file  and  a  copy  will  be 
provided  to  the  patient. 
Parties  responsible  for  the  correction 
and  ensuring  continued  compliance: 
'  Heather  Simon-  Office  Administrator, 

Director  of  Patient  Services,  and  Field 

Nurse  Supervisor 

Date  of  Completion:  4/4/08 

II.  How  to  identify  other  client's 
having  the  potential  to  be  affected  by 
the  same  deficient  practice  and  what 
corrective  action  will  be  taken. 

•  All  active  private  pay  files  will  be 

audited  to  assess  if  the  Patient  Bill  Of 

Rights  is  present  and  signed  in  the 

patient's  clinical  file: 

Parties  responsible  for  the  correction 

and  ensuring  continued  compliance: 

Heather  Simon-  Office  Administrator, 

Director  of  Patient  Services,  and  Field 

Nurse  Supervisor 

Date  of  Completion:  4/4/08 


ffl.  Measures  that  will  be  put  in  place 
to  ensure  that  the  deficient  practice 
will  not  recur 

•  All  Field  Nurse  Supervisors  and  the 
Administrator  will  be  re  in-serviced  on 
Policy  (#15.3)  Patient  Bill  Of  Rights,  as 
well  as  the  Patient  Bill  Of  Rights 
Document  that  requires  a  patient  or 
patient's  representative's  signature,  and 
filing  in  patient's  clinical  file. 
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2)  Patient  #2  was  admitted  on  4/22/04  with 
diagnoses  of  Cerebrovascular  Accident  with  left 
Hemiparesis  and  Hypertension. 

The  patient  care  record  lacked  documented 
evidence  that  the  patient  was  informed  of  the 
services  to  be  provided  and  financial  liability. 

3)  Patient  #3  was  admitted  on  4/1/06  with 
diagnoses  of  Muscular  Dystrophy  and  Seizures. 

The  patient  care  record  lacked  documented 
evidence  that  the  patient  was  informed  of  the 
services  to  be  provided  and  financial  liability. 

4)  Patient  #4  was  admitted  on  3/1/07  with 
diagnoses  of  Chronic  Obstructive  Pulmonary 
Disease,  Lung  Cancer,  Hypertension  and 
Hyperlipidemia. 

The  patient  care  record  documents  that  the 
patient  was  informed  of  their  rights,  the  services 
to  be  provided  and  financial  liability  on  4/17/07. 

5)  Patient  #5  was  admitted  on  9/27/05  with 
diagnoses  of  Insulin  Dependent  Diabetes 
Mellitus,  Hypertension  and  Blindness. 

The  patient  care  record  lacked. documented 
evidence  that  the  patient  was  informed  of  the 
services  to  be  provided  and  financial  liability. 

On  November  16,  2007  at  3:40pm,  the 
Operations  Manager  was  interviewed  and  stated: 
"the  corporate  office  is  interviewing  a  nurse  today 
for  the  field  nurse  position.  Because  of  the  lack 
of  field  nurses  we  have  had  to  do  the  best  we 
can." 


H  204 
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CROSS-REFERENCED  TO  THE  APPROPRIATE 
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Parties  responsible  for  the  correction  • 
and  ensuring  continued  compliance: 
Director  of  Patient  Services,  and 
.Celestina  Cruz,  RN-  Vice  President  of 
.Clinical  Services. 
Date  of  Completion:  4/4/08 

TV.  How  the  corrective  action  will  be 
monitored  to  ensure  the  deficient 
practice  will  not  recur 

•  25%  of  the  active  private  pay  client's  . 
tiles  will  be  audited  each  month  to 
assess  if  the  Patient  Bill  Of  Rights  is 
present  and  signed  in  the  patient's 
clinical  file. 

Parties  responsible  for  the  correction 
and  ensuring  continued  compliance: 
Heather  Simon  -  Office  Administrator, 
Field  Nurse  Supervisor,  and  Director  of 
Patient  Services,  and  Celestina  Cruz, 
RN  Vice  President  of  Clinical  Service. 
Date  of  Completion;  4/4/08 


Dawn  Brill,  RN 

Vice  President  of  Regional 

Operations- North  East 


(X5) 
COMPLETE 
DATE 


;tate  form 


Z97411 


If  continuation  sheet  3  of  20 


) 


PRINTED:  12/14/2007 
FORM  APPROVED 


New  York  State  Department  of  Health 


STATEMENT  OF  DEFICIENCIES 
AND  PLAN  OF  CORRECTION 


(X1)  PROVIDER7SUPPLIER/CLIA 
IDENTIFICATION  NUMBER: 


1086L003 


(X2>  MULTIPLE  CONSTRUCTION 

A.  BUILDING'  '  

B.  WING  ' 


(X3)  DATE- SURVEY 
COMPLETED 


11/16/2007 


NrtME  OF  PROVIDER  OR  SUPPLIER 

PREMIER  HOME  HEALTH  CARE  SERVICES.  INC. 


STREET  ADDRESS.  CITY,  STATE,  ZIP  CODE 

1800  WHITE  PLAINS  ROAD 
BRONX,  ny  104G2 


(X4)  ID 
PREFIX 
TAG 


H  224 


H  224 


SUMMARY  STATEMENT  OF  DEFICIENCIES  ' 
(EACH  DEFICIENCY  MUST  BE  PRECEDED  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 
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766.1(a)(9)  Patient  rights 

Section  766.1  Patient  rights. 

(a)  The  governing  authority  shall  establish  written 
policies  regarding  the  rights  of  the  patient  and 
shall  ensure  the  development  of  procedures 
implementing  such  policies.  These  rights, 
policies  and  procedures  shall  afford  each  patient 
the  right  to: 

(9)  submit  patient  complaints  about  the  care  and 
services  provided  or  not  provided  and  complaints 
concerning  lack  of  respect  for  property  by . 
anyone  furnishing  service  on  behalf  of  the 
agency,  to  be  informed  of  the  procedure  for  filing 
such  complaints,  and  to  have  the  agency 
j.  investigate  such  complaints  in  accordance  with 
the  provisions  of  subdivision  (j)  of  section  766.9 
of  this  Part.  The  agency  is  also  responsible  for 
notifying  the  patient  or  his/her  designee  that.if  the 
patient  is  not  satisfied  by  the  response  the 
patient  may  complain  to  the  Department  of 
Health's  Office  of  Health  Systems  Management. 

This  Rule  is  not  met  as  evidenced  by: 
Based  on  record  review  and  staff  interview,  it 
was  determined  that  the  agency  failed  to  provide 
accurate  telephone  contact  information  to  lodge 
a  complaint  with  the  Department  of.Health  This 
was  evident  for  4  of  4  patients  reviewed.  ( 
Patients*  1,2,3  and  4) 

Failure  to  provide  current  and  accurate 
information  places  patients  at  risk  for  not  being 
afforded  their  right  to  lodge  a  complaint  with  the 
Department  of  Health:  . 

The  findings  are: 
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H224  . 

As  part  of  the  admission  process,  it  is 
the  Policy  of  Prettier  Home  Heaith 
v^tuc  jefvice  {n  i.^}  ror  me  ti&m  Nurse 
Supervisor  to  inform  the  patient  in 
writing  of  their  right  to  voice  concerns 
or  complaints  about  the  care  or  services 
provided  by  Premier,  and  the 
procedures  for  filing  such  concerns  or 
complaints.  The  Field  Nurse  Supervisor 
provides  the  patient  or  patient's 
representative  with  a  Patients  Bill  Of 
Rights  as  well  as  Premier's 
Complaint/Occurrence  Involving 
Patient  Services  Form;  they  provide  the 
process  for  filing  a  complaint,  and  the 
numbers  to  the  patient's  Premier 
Branch,  the  Department  of  Health,  and 
the  Joint  Commission  Hotline. 


I,  Corrective  actions  that  will  be 
accomplished  for  those  patients  found 
to  have  been  affected  by  the  deficient 
practice. 

The  Field  Nurse  Supervisor  will 
perform  a  home  visit  to  patients  #1,  #2, 
#3 ,  #5 ,  who  were  noted  to  have  the 
deficiency  upon  DOH  survey.  The  Field 
Nurse  Supervisor  will  review  the 
Patient  Bill  Of  Rights  with  the  correct 
Department  of  Health's  phone  number, 
and  obtain  the  patient's  or  patient's 
representative's  signature.  A  copy  of 
the  signed  Patient  Bill  Of  Rights  will  be 
filed  in  the  patient's  clinical  file  and  a 
copy  will  be  provided  to  the  patient. 
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1)  patient  #1  was  admitted  on  5/4/03  with 
diagnoses  of  Non  Insulin  Dependent  Diabetes  j 
Meatus,  Retinopathy  and  Pneumonia. 

The  patient  care  record  included  documented 
evidence  of  the  patient's  receipt  of  the  agency 
Patient  Bill  of  Rights  on  5/2/03  with  the  phone 
number  for  the  Department  documented 
"212-788-9648"  and  on  5/21/07  with  the  phone 
number  for  the  Department  documented  as 
"212-588-4771" .  The  documented  number  is  not 
the  correct  information  to  contact  the  New  York 
State  Department  of. Health. 

2)  Patient  #2  was  admitted  .on  4/22/04  with 
diagnoses  of  Cerebrovascular  Accident  with  left 
Hemiparesis  and  Hypertension 

The  patient  care  record  has  documented 
evidence  of  the  patient's  receipt  of  the  agency 
"Patient  Bill  of  Rights"  on  11/13/04.  In  the  the 
documents,  the  space  to  write  the  phone  number 
of  the  Department  of  Health  is  blank. 

3)  Patient  #3  was  admitted  on  4/1/06  with 
diagnoses  of  Muscular  Dystrophy  and  Seizures. 

The  patient  care  record  has  documented 
evidence  of  the  patient's  receipt  of  the  Patient  Bill 
of  Rights  on  4/3/06  with  the  phone  number  for 
the  Department  of  Health  documented  as 
"212-268-6689." 

4}  Patient  #5  was  admitted  on  9/27/05  with 
diagnoses  of. Insulin  Dependent  Diabetes 
Mellitus,  Hypertension  and  Blindness. 

The  patient  care  record  has  documented 
evidence  of  the  patient's  receipt  of  the  Patient  Bill 
of  Rights  on  -10/7/05  with  the  phone  number  for 


PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


The  Field  Nurse  Supervisor  will  review 
Premier's  Complaint70ccurrence 
Involving  Patient  Services  Form  that 
provides  Premier's  branch  phone 

'  number  and  the  phone  number  to  the 
Joint  Commission  Hotline. 
Parties  responsible  for  the  correction 
and  ensuring  continued  compliance: 
Heather  Simon-  Office  Administrator, 
Director  of  Patient  Services;  and  Field 
Nurse  Supervisor  S 
Date  of  Completion^  4/' 

II.  How  to  identify  other-client's 
having  the  potential  to  be  affected  by 
the  same  deficient  practice  and  what 
corrective  action  will  be  taken. 
•  All  active  private  pay  files  will  be 
audited  to  assess  if  the  Patient  Bill  Of 
Rights  is  present,  signed,  and  has  the 
correct  phone  number  to  the 
Department  of  Health,  and  that  the 
patient  received  Premier's 
Complaint/Occurrence  Involving 
Patient  Services  Form. 
Parties  responsible  for  the  correction 
and  ensuring  continued  compliance: 
Heather  Simon-  Office  Administrator, 
Director  of  Patient  Services,  and  Field 
Nurse  Supervisor  N 
Date  of  Completion; '4/4/08 


m.  Measures  that  will  be  put  in  place 
to  ensure  that  the  deficient  practice 
will  not  recur 

•  All  Field  Nurse  Supervisors  and  the 
Administrator  will  be  re  in-serviced  on 
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I  1)  Patient  #1  was  admitted  on  5/4/03  with 

1  diaonoses.of  Non  Insulin  Dependent  Diabetes  ' 

j  Meilitus;  Retinopathy  and  Pneumonia. 

The  patient  care  record  included  documented 
:  evidence  of  the  patient'sreceipt  of  the  agency  ; 
j  Patient  Bill  of  Rights  on  5/2/03  with  the  phone 
■■  number  for  the  Department  documented 
;  "212-788-9648"  and  on  5/21/07  with  the  phone 
I  number  for  the  Department  documented  as 
I  "212-588-4771"  .  The  documented  number  is  not 
'  the  correct  information  to  contact  the  New  York 
i  State  Department  of  Health. 

i  2)  Patient  #2  was  admitted  on  4/22/04  with 

!  diagnoses  of  Cerebrovascular  Accident  with  left 

|  Hemiparesis  and  Hypertension 

The  patient  care  record  has  documented 

evidence  of  the  patient's  receipt  of  the  agency 

"Patient  Bill  of  Rights"  on  11/13/04.  In  the  the 

documents,  the  space  to  write  the  phone  number 

of  the  Department  of  Health  is  blank 

:  i 
i  3)  Patient  #3  was  admitted  on  4/1/06  with  j 

|  diagnoses  of  Muscular  Dystrophy  and  Seizures.  ; 

The  patient  care  record  has  documented 
evidence  of  the  patient's  receipt  of  the  Patient  Bill 
of  Rights  on  4/3/06  with  the  phone  number  for 
the  Department  of  Health  documented  as 
"212-268-6689." 

4)  Patient  #5  was  admitted  on  9/27/05  with 
diagnoses  of  Insulin  Dependent  Diabetes 
Meilitus,  Hypertension  and  Blindness. 

■  The  patient  care  record  has  documented 
I  evidence  of  the  patient's  receipt  of  the  Patient  Bill 
|  of  Rights  on  10/7/05  with  the  phone  number  for 


PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


Policy  (#  7.4).  The  in-service  will 
include  the  Patient  Bill  Of  Rights  and 
ensure  that  the  correct  Department  of 
Health's  phone  number  is  provided,  as 
well  as  Premier's 
Complaint/Occurrence  Involving 
Patient  Services  Form  with  Premier's 
branch  telephone  number,  and  the  Joint 
Commissions  Hotline  number- 
Parties  responsible  for  the  correction 
and  ensuring  continued  compliance. 
Director  of  Patient  Services,  and 
Celestina  Cruz,  RN-  Vice  President  of 
Clinical  Services. 
Date  of  Completion  :  4/4/08 


IV.  How  the  corrective  action  will  be 
monitored  to  ensure  the  deficient 
practice  will  not  recur 

•  25%  of  the  active  private  pay  client's 
files  will  be  audited  each  month  to 
assess  if  the  Patient  Bill  Of  Rights  is 
present,  has  the  correct  phone  number 
to  the  department  of  health,  and  is 
signed  in  the  patient's  clinical  file. 
The  Field  Nurse  Supervisor  must  also 
note  that  she  has  presented  Premier's 
Complaint/Occurrence  Involving 
Patient  Services  Form  with  Premier's 
branch  telephone  number,  and  the  Joint 
Commissions  Hotline  number. 
Parties  responsible  for  the  correction 
and  ensuring  continued  compliance: 
Heather  Simon  -  Office  Administrator, 
Field  Nurse  Supervisor,  and  Director  of 
Patient  Services,  and  Celestina  Cruz, 
RN  Vice  President  of  Clinical  Service. 
Date  of  Completion:  4/4/08 

Dawn  Brill,  RN 

Vice  President  of  Regional  Operations-  North 
East 
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Continued  From  Page  5 

the  Department  of  Health  documented  as 

"21,2-268-6689." 

The  documented  numbers  is  not  the  correct 
information  to  contact  the  New  York  State 
Department  of  Health. 

On  November  16,  2007  at  3:45pm,  trie- 
Operations  Director  was  interviewed  and  stated: 
"  I  did  not  know." 

766.3(d)  Plan  of  care 
766.3  Plan  of  care. 

The  governing  authority  or  operator  shall  ensure 
that: 
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(d)  the  plan  of  care  is  reviewed  and  revised  as 
frequently  as  necessary  to  reflect  the  changing 
care  needs  of  the  patient,  but  no  less  frequently 
than  every  six  months; 

'(1)  each  review  shall  be  documented  in  the 
clinical  record;  and 

(2)  agency  professional  personnel  shall  promptly 
alert  the  patient's  authorized  practitioner  and 
other  affected  care  providers  to  any  significant 
changes  in  the  patient's  condition  that  indicate  a 
need  to  alter  the  plan  of  care. 

This  Rule  is  not  met  as  evidenced  by:  . 
Based  on  record  review  and  staff  interview,  the 
agency  failed  to  review  the  plan  of  care  for 
patients.  This  was  noted  for  five  (5)  of  five  (5) 
records  reviewed.  (Patients  #  1 ,  #2,  #3,  #4,  and 
#5) 


Failure  of  the  agency  to  ensure  that  patient 


care 
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It  is  the  Policy  of  Premier  Home  Health 
Care  Service  (#14.3)  that  the  Field 
Nurse  Supervisor  develops  a  Plan  of 
Care  for  each  patient  upon  admission. 
The  Field  Nurse  Supervisor  must  also 
review/revise  the  Plan  of  Care  as 
necessary  and  at  least  every  six  months. 

I.  Corrective  action  will  be 

accomplished  for  those  patients  found  . 

to  have  been  affected  by  the  deficient  \ 

practice.  ■ 

The  Field  Nurse  Supervisor  is  to.  ! 

•  Arrange  and  perform  a  home  visit  to 
patients  #1,  #2,  #3,  #4,  #5  that  were  : 
found  to  be  deficient  upon  j 

the  DOH  survey.  j 

•  Review  and  revise  the  care  plan  to 
meet  the  client's  present  needs. 

•  Complete  the  physician  telephone 
orders  and  obtain  a  physician  signature. 

•  Document  visit  and  findings  in  client's 
file. 

Parties  responsible  for  the  correction 
and  ensuring  continued  compliance: 
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plans  are  updated  to  reflect  the  changing  needs 
of  the  patient,  places  all  patients  at  risk  of 

"nssfs  poor  cjuslity  csrs. 

The  findings  are:  v 

1)  Patient  #1  was  admitted  on  5/4/03  with  . 
diagnoses  of  Non  Insulin  Dependent  Diabetes 
Meilitus,  Retinopathy  and  Pneumonia, 

The  "Home  Health  Certification  and  Plan  of 
Treatment"  dated  for  the  certification  period  of 
5/4/03  to  1 1/4/03  and  certification  period  dated 
1 1/4/03  to  4/4/04,  which  was  signed  by  the  MD 
on  1/26/04  have  no  documented  evidence  of 
review  since  2004. 

2)  Patient  #2  was  admitted  on  4/22/04  with 
diagnoses  of  Cerebrovascular  Accident  with  left 
Hemiparesis  and  Hypertension.     .  ■ 

The  "Home  Health  Certification  and  Plan  of 
Treatment"  for  the  certification  period  dated 
6/21/07  to  12/22/07  has  no  documented 
evidence  of  review  prior  to  this  certification 
period  in  the  patient's  care  record. 

3)  Patient  #3  was^admitted  on.4/1/06  with 
diagnoses  of  Muscular  Dystrophy  and  Seizures. 

The  patient  care  record  has  no  documented 
evidence  of  Home  Health  Certifications  and  Plan 
of  Treatments. 

4)  Patient  #4  was  admitted  on  3/1/07  with  a 
diagnoses  of  Chronic  Obstructive  Pulmonary 
Disease,  Lung  Cancer,' Hypertension  and 
Hyperlipidemia. 

The  "Home  Health  Certification  and  Plan  of 
Treatment"  for  the  certification  period  dated 


H  408 


PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


Heather  Simon-  Office  Administrator, 
Field  Nurse  Supervisor,  Director  of 
Patient  Services,  and  Celestina  Cruz, 
RN-  Vice  President  of  Clinical  Services 
Date  of  Completion:  4/4/08 


II.  How  to  identify  other  patients 
having  the  potential  to  be  affected  by 
the  same  deficient  practice  and  what 
corrective  action  will  be  taken 

•  Care  plans  on  all  active  private  pay 
charts  will  be  reviewed  for  content, 
need  for  revision,  and  documentation. 
Parties  responsible  for  the  correction 
and  ensuring  continued  compliance: 
Heather  Simon-  Office  Administrator, 
Field  Nurse  Supervisor,  Director  of 
Patient  Services,  and  Celestina  Cruz, 
RN-  Vice  President  of  Clinical 
Services: 


(XS) 
COMPLETE 
DATE 


Date  of  Completion:  4/4/08 


ITI.  Measures  that  will  be  put  in  place 
to  ensure  that  the  deficient  practice 
will  not  recur 

Per  Policy  14.3  Plan  of  Care  -  When 
the  patient's  condition  changes,  the  RN 
modifies  the  care  plan  and  notifies  the 
physician  of  any  needed  new  or  revised 
orders. 
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;  plans  are  updated  to  reflect  the  changing  needs 
')  of  the  patient,  places  all  patients  at  risk  of 


r-"-~' 


The  findings  are:  -  ; 

:  1)  Patient  #1  was  admitted  on  5/4/03  with  j 
!-  diagnoses  of  Non  Insulin  Dependent  Diabetes  j 
\  Mellitus,  Retinopathy  and  Pneumonia. 

!  The  "Home  Health  Certification  and  Plan  of  j 
\  Treatment"  dated  for  the  certification  period  of 
'  5/4/03  to  1 1/4/03  and  certification  period  dated 
:  11/4/03  to  4/4/04,  which  was  signed  by  the  MD 
:  on  1/26/04  have  no  documented  evidence  of 
■  review  since  2004. 

i  2)  Patient  #2  was  admitted  on  4/22/04  with  - 
|  diagnoses  of  Cerebrovascular  Accident  with  left  • 
I  Hemiparesis  and  Hypertension. 

;  The  "Home  Health  Certification  and  Plan  of 
|  Treatment"  for  the  certification  period  dated 
6/21/07  to  12/22/07  has  no  documented 
evidence  of  review  prior  to  this  certification 
period  in  the  patient's  care  record: 

3)  Patient  #3  was  admitted  on  4/1/06  with 
diagnoses  of  Muscular  Dystrophy  and  Seizures. 

The  patient  care  record  has  no  documented 
evidence  of  Home  Health  Certifications  and  Plan 
;  of  Treatments. 

i 

!  4)  Patient  #4  was  admitted  on  3/1/07  with  a 
i  diagnoses  of  Chronic  Obstructive  Pulmonary  \ 
|  Disease,  Lung  Cancer,  Hypertension  and  . 
j  Hyperiipidemia. 


 l__ 

TE  FORM 


The  "Home  Health  Certification  and  Plan  of 
Treatment"  for  the  certification  period  dated 


H  408       |  Procedure: 

I     -  The  Staffing  Coordinator  will  inform 
j       the  Field  Nurse  Supervisor  of  schedule 
|       changes  due  to: 

!       •  Client/Family  requesting  change  in 
hours. 

j  The  Field  Nurse  Supervisor  is  to  adhere 
|  to  the  following  when  there  is  a  change 
!       in  client  status:  • 

•  Document  in  the  nursing  narrative  that 
she  has  received  a  notice  of  change  in 
client  status. 

•  Arrange  and  perform  a  home  visit. 

•  Reviews  and  revises  care  plan  to  meet 
the  client's  present  needs.  Instruct  aide 
on  revised  plan  of  care. 

•  Complete  the  physician  telephone 
orders  and  obtain  physician  signature. 

•  Document  visit  and  findings  in  client's 
file. 

The  RN  is  to  adhere  to  the  following 
whpn  the  client/family  requests  a 
r.hange  in  hours: 

•  Document  in  the  nursing  narrative  that 
she  has  received  a  notice  of  change  in 
hours. 

•  Contact  the  client/family  to  assess 
reason  for  change  in  hours.  Arranges 
and  performs  home 

visit  if  required. 

•  Reviews  and  revises  care  plan  to  meet 
client's  present  needs.  Instruct  aide  on 
revised  plan  of  care. 

•  Completes  physician  telephone  orders 
and  obtains  physician  signature. 

•  Document  visit  and  findings  in  client's 
file.  - 
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;  plans  are  updated  to  reflect  the  changing  needs 
i  of  the  patient,  places  all  patients  at  risk  of 


The  findings  are:  ; 

1)  Patient  #1  was  admitted  on  5/4/03  with  j 
diagnoses  of  Non  Insulin  Dependent  Diabetes  j 
Mellitus,  Retinopathy  and  Pneumonia.  \ 

The  "Home  Health  Certification  and  Plan  of 
Treatment"  dated  for  the  certification  period  of 
5/4/03  to  1 1/4/03  and  certification  period  dated 
1 1/4/03  to  4/4/04,  which  was  signed  by  the  MD 
on  1/26/04  have  no  documented  evidence  of 
review  since  2004. 

2)  Patient  #2  was  admitted  on  4/22/04  with  - 
diagnoses  of  Cerebrovascular  Accident  with  left 
Hemiparesis  and  Hypertension. 

The  "Home  Health  Certification  and  Plan  of 
Treatment"  for  the  certification  period  dated 
6/21/07  to  12/22/07  has  no  documented 
evidence  of  review  prior  to  this  certification  - 
period  in  the  patient's  care  record. 

3)  Patient  #3  was  admitted  on  4/1/06  with 
diagnoses  of  Muscular  Dystrophy  and  Seizures. 

The  patient  care  record  has  no  documented 
evidence  of  Home  Health  Certifications  and  Plan 
of  Treatments. 

I 

I  4)  Patient  #4  was  admitted  on  3/1/07  with  a 
|  diagnoses  of  Chronic  Obstructive  Pulmonary 
!  Disease,  Lung  Cancer,  Hypertension  and 
|  Hyperiipidemia. 

;  The  "Home  Health  Certification  and  Plan  of 
.  \  Treatment"  for  the  certification  period  dated 
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PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


(XS) 
COMPLETE 
DATE 


•Staffing  Coordinators,  Office 
Administrator,  and  Field  Nurse 
Supervisors  will  be  in-serviced  on  the 

„i  

Parties  responsible  for  the  correction 
and  ensuring  continued  compliance 
Heather  Simon-  Office  Administrator, 
Field  Nurse  Supervisor,  Director  of 
Patient  Services,  and  Celestina  Cruz, 
RN-  Vice  President  of  Clinical  Services 
Date  of  Completion:  4/4/08 


IV.  How  the  corrective  action  will  be 
monitored  to  ensure  the  deficient 
practice  will  not  recur 

*  25%  of  the  active  private  pay  client's 
will  be  audited  each  month  for  plan  of 
care  content,  revision,  and 
documentation. 

Parties  responsible  for  the  correction 
and  ensuring  continued  compliance: 
Heather  Simon-  Office  Administrator, 
Field  Nurse  Supervisor,  Director  of 
Patient  Services,  and  Celestina  Cruz, 
RN-  Vice  President  of  Clinical  Services 
Date  of  Completion.  4/4/08 

Dawn  Brill,  RN 

Vice  President  of  Regional 

Operations- North  East 
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6/1 3/07  to  1 2/1 3/07  has  no  documented 
evidence  of  review  prior  to  this  certification 
period. 

5)  Patient  #5  was  admitted  on  9/27/05  with  a 
diagnoses  of  Insulin  Dependent  Diabetes 
Mellitus,  Hypertension  and  Blindness. 

The  "Home  Health  Certification  and  Plan  of 
Treatment"  for  the  certification  period  dated 
1/31/07  to  7/31/07  was  not  signed  or  dated  by 
the  physician.  There  were  no  documented 
evidence  of  review  prior  or  after  this  certification 
period. 

On  November  16,  2007  at  3:25pm,  the 
Operations  Manager  was  interviewed  and  stated: 
"The  DPS  recently  resigned  and  two  other  field 
nurses  were  terminated  we  have  had  to  start 
new  books  for  the  patients  because  we  could  not 
find  previous  paperwork." 

766  5(c)  Clinical  supervision 

-766  5  Clinical  supervision.  The  governing 
authority  shall  ensure  for  all  health  care  services 
that: 

(c)  home  health  aides  or  personal  care  aides  are 
supervised,  as  appropriate,  by  a  registered 
professional  nurse  or  licensed  practical  nurse,  or 
a  therapist  if  the  aide  carries  out  simple 
procedures  as  an  extension  of  physical  therapy, 
occupational  therapy  or  speech/language 
pathology. 

This  Rule  is  not  met  as  evidenced  by: 
Based  on  record  reviews  and  staff  interview,  the 
agency  failed  to  document  complete  supervision 
of  the  paraprofessional  staff  while  awaiting  the 
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H622 

It  is  the  Policy  of  Premier  Home  Health 
Care  Service  (#9.20)  that  all 
paraprofessional  staff  receives 
supervision  while  awaiting  the  results  of 
their  Criminal  History  Record  Check, 
per  the  Department  of  Health 
Regulations.  Employees  will  be  . 
telephone  supervised  and  field 
supervised  on  alternate  weeks,  until  the 
employees  criminal  background  check 
results  are  obtained  by  Premier. 
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results  for  the  Criminal  History  Record  Check.  \ 
This  was  evident  for  one  (1)  out  of  four  (4) 
records  reviewed.  (  Employee  #  4) 

Failure  to  document  adequate  supervision  of  the 
paraprofessional  staff  places  all  patients  at  risk 
|  for  receiving  poor  quality  care  from  potentially 
|  unqualified  individuals.  ■  . 

|  The  Findings  are: 

i  The  personnel  record  for  Employee  record  #4.( 
i  Home  Health  Aide)  documents  a  hire  date  of 
|  "2/9/07".  The  record  lacks  documented  evidence 
]  of  supervision  while  awaiting  for  the  results  of  the 
!  criminal  history  record  check. 
I 

I  Documentation  of  supervision  for  the  weeks.of  ■ 
2/19/07  and  3/26/07;  the  whole  month  of  April; 
the  weeks  of  5/5/07-5/16/07,  the  last  two  weeks 
of  July, 2007;  the  month  of  August,2007  and  the 
week  of  10/15/07  were  missing  from  the  record. 

On  November  16,- 2007  at  3:33pm,  the 
Operations  Manager  was  interviewed  and  stated, 
"the  nurses  were  supposed  to  be  doing  this  and 
when  they  left  we  found  a  lot  of  paperwork 
missing." 

H  708  766.6(a)(3)  Patient  care  record 
766.6  Patient  care  record. 

i 

'  (a)  The  agency  shall  maintain  a  confidential 
i  record  for  each  patient  admitted  to  care  to 
j  include: 
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!  (3)  nursing  assessments  conducted  to  provide 
I  services. 


PROVIDER'S  PLAN  OF  CORRECTION  • 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
■  DEFICIENCY) 


I 


(X5) 
COMPLETE 
:  DATE 


I.  Corrective  actions  that  will  be 
accomplished  for  those  patients  found 
to  have  been  affected  by  the  deficient 
practice. 

•  The  personnel  file  of  employee  #4 
will  be  reviewed  to  ensure  that  the 
Criminal  Background  Check  has 
returned.  If  the  Criminal  Background 
Check  has  not  returned,  Premier's 
Policy  #9.20  should  be  adhered  to. 
Parties  responsible  for  the  correction 
and  ensuring  continued  compliance: 
Heather  Simon-  Office  Administrator, 
Field  Nurse  Supervisor,  and  Director  of 
Patient  Services. 

Date  of  Completion:  4/4/08  ' 

II.  How  to  identify  other  client's 
having  the  potential  to  be  affected  by 
the  same  deficient  practice  and  what 
corrective  action  will  be  taken. 

•  The  personnel  files  of  all.provisional 
employees  will  be  audited  to  ensure  that 
they  are  being  supervised  in  accordance 
with  the  Department  of  Health 
Regulations. 
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results  for  the  Criminal  History  Record' Check. 
This  was  evident  for  one  (1)  out  of  four  (4) 
records  reviewed.  (  Employee  #  4) 

Failure  to  document  adequate  supervision  of  the 
paraprofessional  staff  places  all  patients  at  risk 
for  receiving  poor  quality  care  from  potentially 
unqualified  individuals. 

The  Findings  are:  . 

The  personnel  record  for  Employee  record  #4,( 
Home  Health  Aide)  documents  a  hire  date  of  , 
"2/9/07".  The  record  lacks  documented  evidence 
of  supervision  while  awaiting  for  the  results  of  the 
criminal  history  record  check.  ■ 

Documentation  of  supervision  for  the  weeks  of 
2/19/07  and  3/26/07;  the  whole  month  of  April; 
the  weeks  of  5/5/07-5/16/07,  the  last  two  weeks 
of  July,2007;  the  month  of  August,2007  and  the 
week  of  10/15/07  were  missing  from  the  record. 

On  November  16,  2007  at  3:33pm,  the 
Operations  Manager  was  interviewed  and  stated: 
"the  nurses  were  supposed  to  be  doing  this  and 
when  they  left  we  found  a  lot  of  paperwork 
missing." 

H  708  766.6(a)(3)  Patient  care  record 
766.6  Patient  care  record. 


(a)  The  agency  shall  maintain  a  confidential 
record  for  each  patient  admitted  to  care  to  - 
include: 

(3)  nursing  assessments  conducted  to  provide 
services. 
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(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


Parties  responsible  for  the  correction 
and  ensuring  continued  compliance: 
Heather  Simon-  Office  Administrator, 
HR  Coordinators,  and  Celestina  Cruz, 
RN-  Vice  President  of  Clinical  " 
Services. 

Date  of  Completion:  4/4/08 

in  Measures  that  will  be  put  in  place 
to  ensure  that  the  deficient  practice 
will  not  recur 

.  All  Field  Nurse  Supervisors,  Office 
Administrator,  HR  Coordinators  will  be 
re  in-serviced  on 
Policy  (#  9.20). 

Parties  responsible  for  the  correction 
and  ensuring  continued  compliance. 
Heather  Simon-  Office  Administrator, 
■  HR  Coordinators,  Field  Nurse 
Supervisor,  and  Celestina  Cruz,  RN- 
Vice  President  of  Clinical  Services. 

Date  of  Completion:  4/4/08 


(X5) 
COMPLETE 
DATE 
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;  results  for  the  Criminal  History  Record  Check, 
i  This  was  evident  for  one  (1)  out  of  four  (4) 
:;  records  reviewed.  (  Employee  #4)  ■ 

Failure  to  document  adequate  supervision  of  the 
paraprofessional  staff  places'  all  patients  at  risk 
!  for  receiving  poor  quality  care  from  potentially  j 
!  unqualified  individuals.  \ 

\  The  Findings  are: 

i 

|  The  personnel  record  for  Employee  record  #4,(' 
?  Home  Health  Aide)  documents  a  hire  date  of 
I  "2/9/07".  The  record  lacks  documented  evidence 
!  of  supervision  while  awaiting  for  the  results  of  the 
j  criminal  history  record  check. 

Documentation  of  supervision  for  the  weeks-of 
2/19/07  and  3/26/07;  the  whole  month  of  April; 
the  weeks  of  5/5/07-5/16/07,  the  last  two  weeks 
of  July, 2007;  the  month  of  August,2007  and  the  . 
week  of  10/15/07  were  missing  from  the  record. 

1  On  November  16,  2007  at  3:33pm,  the 
Operations  Manager  was  interviewed  and  stated: 
"the  nurses  were  supposed  to  bedoing  this  and 
when  they  left  we  found  a  lot  of  paperwork  • 
missing." 

H  708  766.6(a)(3)  Patient  care  record 
766.6  Patient  care  record. 

i 

'  (a)  The  agency  shall  maintain  a  confidential 
j  record  for  each  patient  admitted  to  care  to 
i  include: 

} 

i  (3)  nursing  assessments  conducted  to  provide 
I  services. 


i 
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PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


!      ■  <X5) 
|  COMPLETE 
j  DATE 


ry.  How  the  corrective  action  will  be 
monitored  to  ensure  the  deficient 
practice  will  not  recur 

•  25%  of  the  personnel  files  of  all 
provisional  employees  will  be  audited 
monthly  to  ensure  that  they  are  being 
supervised  in  accordance  with  the 
Department  of  Health  Regulations. 
Parties  responsible  for  the  correction 
and  ensuring  continued  compliance: 
Heather  Simon-  Office  Administrator, 
HR  Coordinators  Field  Nurse 
Supervisor,  and  Celestina  Cruz,  RN- 
Vice  President  of  Clinical  Services. 
Date  of  Completion:  4/4/08  . 

Dawn  Brill,  RN 

Vice  President  of  Regional 

Operations-  North  East 
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It  is  the  Policy  of  Premier  Home  Health  j 
Care  Services  (#  IT  .6)  that  the  Field  | 
Nurse  Supervisor  completes  an  Initial 
Nursing  Assessment  at  the  time  of 
admission. 
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This  Rule  is  not  met  as  evidenced  by: 
Based  on  record  review  and  staff  interview,  the 
agency  failed  to  srisure  tnst  s  nursing 
assessment  is  conducted  on. all  patients.  This 
was  evident  for  three  (3)  of  five  (5)  records  . 
reviewed.  (Patient  Care  Records  1,2  and  5) 

Failure  of  the  agency  to  ensure  complete 
documentation  of  nursing  assessments  places, 
all  patients  at  risk  for  poor  quality  care. 

The  findings  are: 

1)  Patient  #1  was  admitted  on  5/4/03  with 
diagnoses  of  Non  Insulin  Dependent  Diabetes 
Mellitus,  Retinopathy  and  Pneumonia. 

The  patient  care. record  does  not  contain 
documented  evidence  of  a  complete  initial 
nursing  assessment. 

2)  Patient  #2  was  admitted  on  4/22/04  with 
diagnoses  of  Cerebrovascular  Accident  with  left 
Hemiparesis  and  Hypertension. 

The  patient  care  record  does  not  contain 
documented  evidence  of  a  complete  initial 
nursing  assessment. 

3)  Patient  #5  was  admitted  on  9/27/05  with 
diagnoses  of  Insulin  Dependent  Diabetes 
Mellitus,  Hypertension  and  Blindness. 

The  care  record  does  not  contain  documented 
evidence  of  a  nursing  assessment  for  2007. 

On  November  16,  2007  at  3:55pm,  the  . 
Operations  Manager  was  interviewed  and  stated: 

"  we  have  not  had  a  field  nurse  in  a  while  and 

the  ones  we  had  were  terminated." 
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PROVIDER'S  PLAN  OF  CORRECTION 
.(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


1.  Corrective  actions  that  will  be 
accomplished  for  those  patients  found 
to  have  been  affected  by  the  deficient 
practice. 

•  The  Field  Nurse  Supervisor  will 
perform  a  home  visit  and  complete  an 
Initial  Nursing  Assessment  on  patients 
#1 ,  #2,  #5  that  were  found  deficient 
during  the  DOH  survey.  The  Initial 
Nursing  Assessment  will  be  placed  in 
the  patient's  clinical  file. , 

Parties  responsible  for  the  correction 
and  ensuring  continued  compliance: 
Heather  Simon-  Office  Administrator, 
Field  Nurse  Supervisor,  Director  of 
Patient  Services,  and  Celestina  Cruz, 
RN-  Vice  President  of  Clinical 
Services. 

Date  of  Completion-.  4/4/08 

II.  How  to  identify  other  client's 
having  the  potential  to  be  affected  by 
the  same  deficient  practice  and  what 
corrective  action  will  be  taken. 

•  The  clinical  files  of  all  active  clients 
will  be  audited  for  the  presence  and 
completion  of  the  Initial  Nursing 
Assessment. 

Parties  responsible  for  the  correction 
and  ensuring  continued  compliance. 
Heather  Simon-  Office  Administrator, 
Field  Nurse  Supervisor,  Director  of 
Patient  Services,  and  Celestina  Cruz, 
RN-  Vice  President  of  Clinical 
Services. 

Date  of  Completion.  4/4/08 
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!  This  Rule  is  not  met  as  evidenced  by: 

!  Based  on  record  review  and  staff  interview,  the 

:  assessment  is  conducted  on  all  patients.  This  . 
;  was  evident  for  three  (3)  of  five  (5)  records 
'  reviewed.  {Patient  Care  Records  1,2  and  5) 

!  Failure  of  the  agency  to  ensure  complete 
'  \  documentation  of  nursing  assessments  places 
j  all  patients  at  risk  for  poor  quality  care. 

;  The  findings  are: 

!  11  Patient  #1  was  admitted  on  5/4/03  with 
'  diagnoses  of  Non  Insulin  Dependent  Diabetes 
;  Mellitus,  Retinopathy  and  Pneumonia.*. 

j  The  patient  care  record  does  not  contain 

I  documented  evidence  of  a  complete  initial  • 

j  nursing  assessment. 

I  ■ 

|  2)  Patient  #2  was  admitted  on  4/22/04  with 

|  diagnoses  of  Cerebrovascular  Accident  with  left 

j  Hemiparesis  and  Hypertension. 

!  The  patient  care  record  does  not  contain 
i  documented  evidence  of  a  complete  initial 
|  nursing  assessment. 

;  3)  Patient  #5  was  admitted  on  9/27/05  with 
i  diagnoses  of  Insulin  Dependent  Diabetes 
;  Mellitus,  Hypertension  and  Blindness. 

j  The  care  record  does  not  contain  documented 
evidence  of  a  nursing  assessment  for  2007. 


On  November  16,  2007  at  3:55pm,  the 
Operations  Manager  was  interviewed  and  stated: 
we  have  not  had  a  field  nurse  in  a  while  and 
the  ones  we  had  were  terminated."  . 
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HI.  Measures  that  will  be  put  in  place 
to  ensure  that  the  deficient  practice 
will  not  recur 

•  The  Field  Nurse  Supervisors  and 
Office  Administrator  will  be  re  in- 
services  on  Policy  #1 1.6.  ■ 
Parties  responsible  for  the  correction 
and  ensuring  continued  compliance: 
Director  of  Patient  Services,  and 
Celestina  Cruz,  RN-  Vice  President  of 
Clinical  Services. 

Date  of  Completion:  4/4/0? 

IV.  How  the  corrective  action  will  be 
monitored  to  ensure  the  deficient 
practice  will  not  recur 

•  25%  of  the  clinical  files  of  all  active 
private  pay  clients  will  be  audited 
monthly  for  the  presence  and 
completion  of  the  Initial  Nursing 
Assessment 

Parties  responsible  for  the  correction 
and  ensuring  continued  compliance: 
Heather  Simon-  Office  Administrator, 
Field  Nurse  Supervisor,  Director  of 
Patient  Services,  and  Celestina  Cruz, 
RN-  Vice  President  of  Clinical 
Services. 

Date  of  Completion:  4/4/08 


Dawn  Brill,  RN 

Vice  President  of  Regional 

Operations-  North  East 
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Continued  From  Page  10 


766.6(a)(5)  Patient  care  record 

766.6  Patient  care  record. 

(a)'The  agency  shall  maintain  a  confidential 
record  for  each  patient  admitted  to  care  to 
include: 
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(5)  signed  and  dated  progress  notes  following 
each  patient  visit  or  phone  contact  by  all 
professional  personnel  providing  care  which 
include  a  summary  of  patient  status  and 
response  to  the  plan  of  care  and  any  contacts 
with  family,  informal  supports  and  other 
community  resources  that  are  relevant  to  the  . 
patient's  condition  and  treatment. 

This  Rule  is  not  met  as  evidenced  by: 
Based  on  record  review  and  staff  interview,  the 
'agency  failed  to  maintain  documentation  of 
patient  progress  in  the  patient carerecords.  This 
was  evident  for  five  (5)  of  five  (5)  records 
reviewed.  (Patient  Care  Records  #1 ,  #  2,  #3, . 
#4,and  #5) 

Failure  of  the  agency  to  document  patient  care 
places  all  patients  at  risk  of  unsafe,  poor  quality 
care. 

The  findings  are: 

1 )  Patient  #1  was  admitted  on  5/4/03  with 
diagnoses  of  Non  Insulin  Dependent  Diabetes 
Mellitus,  Retinopathy  and  Pneumonia.  . 

The  patient  care  record  does  not  include 
progress  notes  to  document  patient  contact  and 
progress.  - 


PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


•H712 

It  is  the  Policy  of  Premier  Home  Health 
Care  Services  (#  1 1 ,6)  that  the  Field 
Nuree  Supervisor  performs  home  visits 
after  the  initial  nursing  assessment  to 
the  patient  as  ordered  by  the  physician, 
for  patient  reassessment,  patient 
teaching,  and  aide  supervision.  The 
Field  Nurse  Supervisor  is  to  document 
all  home  visits  and  telephone  calls  in 
the  patient's  clinical  file. 

I.  Corrective  actions  that  will  be 
accomplished  for  those  patients  found 
to  have  been  affected  by  the  deficient 
practice. 

-  The  Field  Nurse  Supervisor  will 
■  perform  a  home  visit  and  complete, 
documentation  on  patients  #1,  #2,  #3, 
#4,  #5  that  were  found  deficient  during 
the  DOH  survey.  The  home  visit 
documentation  will  be  placed  in  the 
patient's  clinical  file. 
Parties  responsible  for  the  correction  . 
and  ensuring  continued  compliance: 
Field  Nurse  Supervisor',  Director  of  ( 
Patient  Services,  Office  Administrator, 
and  Celestina  Cruz,  RN-  Vice  President 
of  Clinical  Services. 
Date  of  Completion:  4/4/08 
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■  2)  Patient  #2  was  admitted  on  4/22/04  with 

'  diagnoses  of  Cerebrovascular  Accident  with  left 

•  :  Hemipgresis  and  Hypertension. 

.  The  patient  care  record  does  not  include 

;  progress  notes  to  document  patient  contact  and 

j  progress. 

i  3)  Patient  #3  was  admitted  oh  4/1/06  with 

!.  diagnoses  of  Muscular  Dystrophy  and  Seizures. 

\  The  patient  care  record  does  not  include 

|  progress  notes  to  document  patient  contact  and 

|  progress. 

4)  Patient  #4  was  admitted  on  3/1/07  with 
'  diagnoses  of  Chronic  Obstructive  Pulmonary 
Disease,  Lung  Cancer,  Hypertension  and  - 
Hyperlipidemia. 


The  patient  care  record  does  not  include 
progress  notes  to  document  patient  contact  and 
progress.. 

5)  Patient  #5  was  admitted  on  9/27/05  with 
diagnoses  of  Insulin  Dependent  Diabetes 
Mellitus,  Hypertension  and  Blindness. 

The  patient  care  record  does  not  include 
progress  notes  to  document  patient  contact  and 
progress. 

On  November  16,  2007  at  3:28pm,  the 
Operations  Manager  was  interviewed  and  stated: 

 The  nurses  were  to  be  documenting  all 

contact  and  they  were  terminated  mainly 
because  of  this." 
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!D         I  PROVIDER'S  PLAN  OF  CORRECTION 

PREFIX     I  (EACH  CORRECTIVE  ACTION  SHOULD  BE 

TAG        I        CROSS-REFERENCED  TO  THE  APPROPRIATE 

DEFICIENCY) 
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II.  How  to  identify  other  client's 
having  the  potential  to  be  affected  by 
the  same  deficient  practice  and  what 
corrective  action  will  be  taken. 

•  The  clinical  files  of  all  active  private 
pay  clients  will  be  audited  for  the 
presence  and  completion  of  patient 
home  visits,  telephone  calls,  and  all 
associated  progress  notes.. 
Parties  responsible  for  the  correction 
and  ensuring  continued  compliance: 
Field  Nurse  Supervisor,  Director  of 
Patient  Services,  Office  Administrator, 
and  Celestina  Cruz,  RN-  Vice  President 
of  Clinical  Services. 
Date  of  Completion:  4/4/08 


m.  Measures  that  will  be  put  in  place 
to  ensure  that  the  deficient  practice 
will  not  recur 

•  The  Field  Nurse  Supervisors  and 
Office  Administrator  will  be  re  in- 
serviced  on  Policy  #1 1.6. 

Parties  responsible  for  the  correction 
and  ensuring  continued  compliance: 
Director  of  Patient  Services,  and 
Celestina  Cruz,  RN-  Vice  President  of 
Clinical  Services. 
Date  of  Completion:  4/4/08 

IV.  How  the  corrective  action  will  be 
monitored  to  ensure  the  deficient 
practice  will  not  recur 

•  25%  of  the  clinical  files  of  all  active 
private  pay  clients  will  be  audited 
monthly  for  the  presence  and 
completion  of  home  visits,  telephone 
communication,  and  all  associated 
progress  notes. 
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2)  Patient  #2  was  admitted  on  4/22/04  with 
diagnoses  of  Cerebrovascular  Accident  with  left 
Hemiparesis  and  Hypertension. 

The  patient  care  record  does  not  include 
progress  notes  to  document  patient  contact  and 
progress. 

3)  Patient  #3  was  admitted  on  4/1/06  with  ■ 
diagnoses  of  Muscular  Dystrophy  and  Seizures. 

'  The  patient  care  record  does  not  include 
progress  notes  to  document  patient  contact  and 
progress. 

4)  Patient  #4  was  admitted  on  3/1/07  with 
diagnoses  of  Chronic  Obstructive  Pulmonary 
Disease,  Lung  Cancer,  Hypertension  and 
Hyperlipidemia. 

The  patient  care  record  does  not  include 
progress  notes  to  document  patient  contact  and 
progress. 

5)  Patient  #5  was  admitted  on  9/27/05  with 
diagnoses  of  Insulin  Dependent  Diabetes 
Mellitus,  Hypertension  and  Blindness. 

The  patient  care  record  does  not  include 
progress  notes  to  document  patient  contact  and 
progress. 

On  November  16,  2007  at  3:28pm,  the 
Operations  Manager  was  interviewed  and  stated: 

"  The  nurses  were  to  be  documenting  all 

contact  and  they  were  terminated  mainly 
because  of  this." 
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Parties  responsible  for  the  correction 
and  ensuring  continued  compliance: 
Field  Nurse  Supervisor,  Director  of 
Patient  Services,  Office  Administrator, 
and  Celestina  Cruz,  RN-  Vice  President 
of  Clinical  Services. 
Date  of  Completion:  4/4/08 

Dawn  Brill,  RN 

Vice  President  of  Regional 

Operations-  North  East 
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766.6(a)(6)  Patient  care  record 

766.6  Patient  care  record.  r 

(a)  The  agency  shall  maintain  a  confidential 
record  for  each  patient  admitted  to  care  to 
include: 
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(6)  supervisory  reports  of  the  registered 
professional  nurse,  licensed  practical  nurse  or 
the  therapist,  if  applicable,  of  the  home  health 
aide  or  personal  care  aide. 

This  Rule  is  not  met  as  evidenced  by: 
Based  on  record  reviews  and  staff  interview,  the 
agency  failed  to  document  supervisory  reports  in 
five  (5)  out  of  five  (5)patient  care  records 
reviewed. 


Failure  to  document  adequate  supervision  of  the 
services  and  care  provided  by  their  staff  places 
all  patients  at  risk  for  receiving  poor  patient  care. 

The  findings  are:  . 

1)  Patient  #1  was  admitted  on  5/4/03  with 
diagnoses  of  Non  Insulin  Dependent  Diabetes 
Mellitus,  Retinopathy  and  Pneumonia. 

•The  order  document  that  the  patient  is  to  receive 
"3  days  4  hours  a  day  of  Home  Health  Aide 
services." 

There  is  no  documented  evidence  of 
supervision  for  the  Home  Health  Aide  after 
12/25/06. 

2)  Patient  #2  was  admitted  on  4/22/04  with' 
diagnoses  of  Cerebrovascular  Accident  with  left 
Hemiparesis  and  Hypertension.  The  orders 
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H714 

It  is  the  Policy  of  Premier  Home  Health 
Care  Services  (#  12.2)  that  the  Field 
Nurse  Supervisor  is  responsible  for  the 
supervision  of  services  and  care 
provided  by  the  home  health  aide.  Upon 
each  home  visit  to  the  patient,  the  Field 
Nurse  Supervisor  completes  a 
Paraprofessional  Supervisory 
Evaluation  Form  that  documents  her 
findings  and  supervision  of  the  home 
health  aide  during  that  visit. 

I.  Corrective  actions  that  will  be 
accomplished  for  those  patients  found 
to  have  been  affected  by  the  deficient 
practice. 

*  The  Field  Nurse  Supervisor  will 
perform  a  supervisory  home  visit  and 
complete  the  Paraprofessional  - 
Supervisory  Evaluation  Form  for  home 
health  aides  that  are  assigned  to  patients 
#1 ,  #2,  #3,  #4,  #5  that  were  found 
deficient  during  the  DOH  survey. 
Parties  responsible  for  the  correction 
and  ensuring  continued  compliance: 
Field  Nurse  Supervisor,  Director  of 
Patient  Services,  Office  Administrator, 
and  Celestina  Cruz,  RN-  Vice  President 
of  Clinical  Services. 

Date  of  Completion:  4/4/08 

n.  How  to  identify  other  client's 
having  the  potential  to  be  affected  by 
the  same  deficient  practice  and  what 
corrective  action  will  be  taken. 

•  The  clinical  files  of  all  active  private 
pay  clients  will  be  audited  for  the 
presence  and  completion  of  home 
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document  that  the  patient  is  to  receive  "6  days  6 
hours  a  day  of  Home  Health  Aide  services." 

There  is  no  documented  evidence  of 
supervision  of  Home  Health  Aide  supervision  for 
2006  or  2007 

3)  Patient  #3  was  admitted  on  4/1/06  with 
diagnoses  of  Muscular  Dystrophy  and  Seizures. 

The  patient  care  record  has  an  authorization 
form  which  documents  for  the  patient  to  receive: 
"6  hours  7  days  of  Personal  Care  Aide  services." 

The  patient  record  did  not  contain  documented 
evidence  Personal  Car  Aide  supervision. 

4)  Patient  #4  was  admitted  on  3/1/07  with 
diagnoses  of  Chronic  Obstructive  Pulmonary 
Disease,  Lung  Cancer,  Hypertension  and 
Hyperlipidemia. 

The  orders  documents  that  the  patient  is  to 
receive:  "5  days  4  hours  of  Personal  Care  Aide 
services." 

The  patient  care  record  does  not  contain 
documented  evidence  of  Personal  Care  Aide 
supervision. 

5)  Patient  #5  was  admitted  on  9/27/05  with 
diagnoses  of  Insulin  Dependent  Diabetes 
Mellitus,  Hypertension  and  Blindness. 

The  orders  document  for  the  patient  to  receive: 
"5  days  6  hours  of  Home  Health  Aide  services". 

The  patient  care  record  does  not  contain 
documented  evidence  of  Home  Health  Aide 
supervision  for  2007. 
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health  aide  supervisory  visits,  and  the 
completion  of  the  Paraprofessional 
Supervisory  Evaluation  Form. 
Parties  responsible  for  the  correction 
and  ensuring  continued  compliance: 
Field  Nurse  Supervisor,  Director  of 
Patient  Services,  Office  Administrator, 
and  Celestina  Cruz,  RN-  Vice  President 
of  Clinical  Services. 
Date  of  Completion  .  4/4/08 


m.  Measures  that  wilt  be  put  in  place 
to  ensure  that  the  deficient  practice 
will  not  recur 

•  The  Field  Nurse  Supervisors  and 
Office  Administrator  will  be  re  in- 
serviced  on  Policy  #11.6. 
■Parties  responsible  for  the  correction 
and  ensuring  continued  compliance: 
Director  of  Patient  Services,  and 
Celestina  Cruz,  RN-  Vice  President  of 
Clinical  Services. 
Date  of  Completion  .  4/4/08 

IV.  How  the  corrective  action  will  be 
monitored  to  ensure  the  deficient 
practice  will  not  recur  , 

•  25%  of  the  clinical  files  of  all  active 
private  pay  clients  will  be  audited 
monthly  for  the  presence  and 
completion  of  supervisory  home  visits 
of  the  home  health  aides,  and 
completion  of  the  Paraprofessional 
Supervisory  Evaluation  Form. . 
Parties  responsible  for  the  correction 
and  ensuring  continued  compliance: 
Field  Nurse  Supervisor,  Director  of 
Patient  Services,  Office  Administrator, 
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On  November  16,  2007  at  3:50pm  the 
Operations  Manager  was  interviewed  and  stated: 
"the  two  nurses  that  were  terminated  were 
supposed  to  provide  the  supervision." 
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766.90)  Governing  authority. 

Section  766.9  Governing  authority. 

The  governing  authority  or  operator,  as  defined 
in  Part  700  of  this  Title,  of  a  licensed  home  care 
services  agency  shall: 


H1020 


(j)  ensure  the  development  and  implementation 
of  a  patient  complaint  procedure  to  include: 

(1)  documentation  of  receipt,  investigation  and  . 
resolution  of  any  complaint,  including  the 
maintenance  of  a  complaint  log  indicating  the 
dates  of  receipt  and  resolution  of  all  complaints 
received  by  the  agency; 

(2)  review  of  each.complaint  with  a  written, 
response  to  all  written  complaints  and  to  oral 
complaints,  if  requested  by  the  individuals 
making  the  oral  complaint: 

(i)  explaining  the  complaint  investigation  findings 
and  the  decisions  rendered  to  date  by  the 
agency  within  1 5  days  of  receipfof  such 
complaint;  and 

(ii)  advising  the  complainant  of  the  right  to  appeal 
the  outcome  of  the  agency's  complaint  . 
investigation  and  the  appeal  procedure  to  be 
followed; 

(3)  an  appeals  process  with  review  by  a  member 
or  committee  of  the  governing  authority  within  30 
days  of  receipt  of  the  appeal;  and 


-  PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


and  Celestina  Cruz,  RN-  Vice  President  ' 
of  Clinical  Services. 1 
Date  of  Completion:  4/4/08 

Dawn  Brill,  RN 

VP  of  Regional  Operations-  North  East 
HI  020 

As  part  of  the  admission  process,  it  is 
the  Policy  of  Premier  Home  Health 
Care  Service  (#7.4)  for  the  Field  Nurse 
Supervisor  to  inform  the  patient  in 
writing  of  their  right  to  voice  concerns 
or  complaints  about  the  care. or  services 
provided  by  Premier,  and  the 
procedures  for  filing  such  concerns  or 
complaints.  Policy  (#7.4)  also  outlines 
the  procedure  for  processing  all 
reported  complaints  including:  Staff 
completion  of  the 

Complaint/Occurrence  Report  (Form- 
Cl  10)  which  includes  all  relevant 
information,  the  investigation,  outcome, 
resolution,  and  follow-up  actions.  The 
Office  Administrator  is  responsible  for 
ensuring  that  this  form  is  completed  and 
forward  to  the  Vice  President  of 
Clinical  Services.  The  Vice  President 
prepares  a  written  response  to  all 
written  and  oral  complaints  if  requested, 
and  the  decision  of  the  agency  within  1 5 
days  of  receiving  the.  complaint.  The 
person  making  the  complaint  has  the 
right  to  appeal  the  Agency's  decision  by 
having  the  Agency's  Chief  Operating  ' 
Officer  review  the  appeal.  If  the  patient 
is  not  satisfied  with  the  Agency's 
response  that  patient  may  forward  their 
complaint,  to  the  Department  of  Health. 
All  Complaints  are  to  be  tracked  on  the 
Complaint  Log  (Form-  CI 03)  and  filed 
in  the  Complaint  Log  Binder. 
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(4)  notification  to  the  patient  or  his  or  her 
designee  that  if  the  patient  is  not  satisfied  by  the 
agency's  response,  the  patient  may  complain  to 
the  Department  of  Health's  Office  of  Health 
Systems  Management. 
This  Rule  is  not  met  as  evidenced  by:. 

Based  on  record  review  and  staff  interview,  the 
agency  failed  to  maintain  a  complaint  log  to 
document  the  receipt  and  resolution  of 
complaints  received  by  the  agency. 

Failure  to  ensure  that  an  accurate  and  complete 
complaint  iog  is  maintained  places  all  patients  at 
risk  for  poor  quality  patient  care 

The  finding  is: 

The  agency  presented  an  "Occurrence  Log" 
book  when  the  complaint  log  was  requested. 
There  was  no  documented  evidence  of  an 
agency  complaint  log  to  document  complaint  . 
investigations  and  resolutions. 

On  November  16, .2007  at  3:10pm,  the 
Operations  Manager  was  interviewed  and  was 
unable  to.  provide  an  explanation. 

766.9(1)  Governing  authority 

Section  766^9  Governing  authority. 

The  governing  authority  or  operator,  as  defined 
in  Part  700  of  this  Title,  of  a  licensed  home  care 
services  agency  shall: 


(I)  appoint  a  quality  improvement  committee  to 
establish  and  oversee  standards  of  care.  The 
.quality  improvement  committee  shall  consist  of  a 
consumer  and  appropriate  health  professional 
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I.  Corrective  actions  that  will  be 
accomplished  for  those  patients  found 
to  have  been  affected  by  the  deficient 
practice. 

II.  How  to  identify  other  client's 
having  the  potential  to  be  affected  by 
the  same  deficient  practice  and  what 
corrective  action  will  be  taken. 

IEL  Measures  that  will  be  put  in  place 
to  ensure  that  the  deficient  practice 
will  not  recur 

•  Re  In-Service  all  Office  Staff  on 
Policy  #  7.4;  This  will  include  the 
completion  of  the 

Complaint/Occurrence  Report  (Form 
CI  10),  verbally  notifying  and  faxing  the 
Vice  President  of  Clinical  Services  per 
the  Complaint  Level,  placing  all 
complaints  on  the  Complaint  Log 
(Form-C103)  and  filing  in  the  complaint 
binder  by  quarter,  and  reporting 
complaints  at  each  quarterly  QI 
Meeting. 

Parties  responsible  for  the  correction 
and  ensuring  continued  compliance: 
Field  Nurse  Supervisor,  Director  of 
Patient  Services,  Heather  Simon-  Office 
Administrator,  Director  of  Patient 
Services,  and  Celestina  Cruz,  RN  - 
Vice  President  of  Clinical  Services. 
Date  of  Completion:  4/4/08 
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(4)  notification  to  the  patient  or  his  or'her 
designee  that  if  the  patient  is  not  satisfied  by  the 
agency's  response,  the  patient  may  complain  to 
the  Department  of  Health's  Office  of.  Health 
Systems  Management. 
This  Rule  is  not  met  as  evidenced  by: 

;  Based  on  record  review  and  staff  interview,  the 
agency  failed  to  maintain  a  complaint  log  to 

:  document  the  receipt  and  resolution  of 

1  complaints  received  by  the  agency. 

:  Failure  to  ensure  that  an  accurate  and  complete 
|  complaint  log  is  maintained  places  all  patients  at 
:  risk  for  poor  quality  patient  care. 

The  finding  is: 
i  ■  '  „  ' 

|  The  agency  presented  an  "Occurrence  Log'  . 
I  book  when  the  complaint  log  was  requested. 
!  There  was  no  documented  evidence  of  an 

agency  complaint.log  to  document  complaint 

investigations  and  resolutions. 

On  November  16,  2007  at  3:10pm,  the 
Operations  Manager,  was  interviewed  and  was 
unabie  to  provide  an  explanation. 
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766.9(1)  Governing  authority 

Section  766.9  Governing  authority. 

The  governing  authority  or  operator,  as  defined 
in  Part  700  of  this  Title,  of  a  licensed  home  care 
services  agency  shall: 
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(I)  appoint  a  quality  improvement  committee  to 
establish  and  oversee  standards  of  care.  The 
quality  improvement  committee  shall  consist  of  a 
consumer  and  appropriate  health  professional 
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IV.  How  the  corrective  action  will  be 
monitored  to  ensure  the  deficient 
practice  will  not  recur 

It  is  the  responsibility  of  the  Office 
Administrator  to  ensure  that  the 
complaint  received  has  been 
documented,  communicated  to  the  VP 
of  Clinical  Services,  filed  accordingly, 
and  presented  and  the  Quarterly  QI 
Meetings  per  Policy  #  7.4.  Celestina 
Cruz,  RN,  Vice  President  of  Clinical 
Services  will  review  the  complaint 
Policy  with  the  Office  Administrator  .!  | 
and  monitor  the  complaints  monthly  j  i 
and  quarterly.  j  j 

Parties  responsible  for  the  correction 
and  ensuring  continued  compliance: 
Field  Nurse  Supervisor,  Director  of 
Patient  Services,  Heather  Simon-  Office 
Administrator,  Director  of  Patient 
Services,  and  Celestina  Cruz,  RN  - 
Vice  President  of  Clinical  Services. 
Date  of  Completion:  4/4/08 


Dawn  Brill,  RN 

Vice  President  of  Regional 

Operations-  North  East 


H1036  766.9 

It  is  Premier's  Policy  (#7.1)  to  provide  a 
Quality  Improvement  Program  and 
Committee  that  establishes  and  oversees 
the  standards  of  care.  The  Corporate 
Quality  Improvement  Committee 
consists  of  a  Consumer,  Physician, 
Regional  Vice  Presidents,  and  Regional 
Directors  of  Patient  Services. 
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persons  including  a  physician  if  professional 
health  care  services  are  provided. The  committee 
shall  meet  at  least  four  times  a  year  to: 

(1)  review  policies  pertaining  to  the  delivery  of 
the  health  care  services  provided  by  the  agency 
and  recommend  changes  in  such  policies  to  the 
governing  authority  for  adoption; 

(2)  conduct  a  clinical  record  review  of  the  safety, 
adequacy,  type  and  quality  of  services  provided 
which  includes: 

(i)  random  selection  of  records  of  patients 
currently  receiving  services  and  patients 
discharged  from  the  agency  within  the  past  three 
months;  and 

(ii)  all, cases  with  identified  patient  complaints  as 
specified  in  subdivision  Q)  of  this  section; 

(3)  prepare  and  submit  a  written, summary  of 
review  findings  to  the  governing  authority  for 
necessary  action;  and 

(4)  assist  the  agency  in  maintaining  liaison  with 
other  health  care  providers  in  the  community. 

This  Rule  is  not  met  as  evidenced  by: 
Based  on  record  review  and  staff  interview,  the 
agency  failed  to  ensure  that  the  QA/QI 
Committee  met  four  times  a  year;  the  meetings 
include  a  physician  and  a  consumer  and  the 
committee  performs  the  random  record  review  of 
patients  that  are  currently  receiving  services  and. 
patients  discharged  from  the  agency  within  the 
past  three  (3)  months  as  well  as  ail  cases  with 
identified  patient  complaints. 

Failure  to  ensure  that  the  Quality  Improvement 
Committee  performs  the  required  functions  . 
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The  Committee  meets  quarterly  to 
review:  policies,  initiatives,  clinical 
record  audits,  complaints,  and  submits  a 
written  summary  of  review  findings  to 
the  governing  authority.  The  Regional 
Quality  Improvement  Committee 
consists  of  the  Regional  Director  of 
Patient  Services,  Regional  Vice 
President,  Field  Nurse  Supervisors,  and 
Coordinators.  The  Committee  meets 
quarterly  to  review:  policies,  initiatives, 
clinical  record  audits,  complaints,  and 
submits  a  written  summary  to  the 
Corporate  Committee . 
Attached  are  the  Corporate  QI  Minutes 
for  2007.  Dr.  Banc  served  as  both  the 
Physician  and  the  Consumer. 

I.  Measures  that  will  be  put  in  place 
to  ensure  that  the  deficient  practice 
will  not  recur 

The  Staff  will  be  re  in-serviced  on 
Policy  #7.1 

Parties  responsible  for  the  correction 
and  ensuring  continued  compliance: 
Office  Administrator,  Director  of 
Patient  Services,  and  Celestina  Cruz, 
RM  -  Vice  President  of  Clinical 
Services. 

Date  of  Completion;  2/4/08 


II.  How  the  corrective  action  will  be 
monitored  to  ensure  the  deficient 
practice  will  not  recur 

The  Vice  President  of  Clinical  Services 
will  attend  the  First  Quarter  QI  Meeting 
for  the  Bronx  Office,  and  will  monitor 
all  QI  Meeting  documentation  for  2008. 
Parties  responsible  for  the  correction 
and  ensuring  continued  compliance: 
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places  patients  at  riskfor  poor  quality  services, 
unsafe  and  inadequate  care 

The  findings  are: 

The  Quality  Improvement  (  Ql)  meeting  minutes 
for  First  Quarter  2007,  dated  May  17,  2007  and 
Quality  Improvement  meeting  minutes  for 
Second  Quarter  2007  dated  September  27, 
2007  lacked  documented  evidence  of  the 
attendance  of  a  physician  and  a  consumer. 

The  (Ql)  meeting' minutes  lacked  documentation 
of  the  random  review  of  patient  records  currently 
receiving  services,  patients  that  were  discharged 
within  the  past  three  months  and  cases  with 
identified  patient  complaints. 

As  per  the  agency  staff,  the  Quality  Improvement 
Committee  Meeting  Minutes  for  the  Year  2006 
were  "not  available"  for  review  as  it  was  "in  the 
Corporate  office"  and  "unable  to  be  faxed". 

On  November  16,  2007  at  3:06pm,  the 
Operations  Manager  was  interviewed  and  stated: 

"  the  corporate  office  has  the  Ql  meeting 

minutes  " 

766.1 1(c)  Personnel 
766.1 1  Personnel. 

The  governing  authority  or  operator  shall  ensure 
for  all  health  care  personnel: 
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Office  Administrator,  Director  of 
Patient  Services,  and  Celestina  Cruz, 
RN  -  Vice  President  of  Clinical 
Services. 

Date  of  Completion.  2/4/08 


Dawn  Brill,  RN 

Vice  President  of  Regional 

Operations-  North  East 


H1306  766.11 

It  is  the  Policy  of  Premier- Home  Health 
Care  Services  (#  9.7  Drug  Free  Work 
Place,  #9.8  FieJd  Caregiver  Physical) 
that  the  potential  employee  undergo  a 
Pre-employment  Physical  (El  1 1)  that 
includes  a  forensic  drug  screen.  The 
forensic  drug  screen  is  also  completed 
yearly  thereafter  at  the  time  of  the 
required  Annual  Health  Assessment 
(E125).  This  practice  has  been  in  effect 


STATE  FORM 


021199 


Z97411 


If  continuation  sheet  1 B  of  20 


3w  York  State  Department  of  Health 


PRINTED:  12/14/2007 
■  FORM  APPROVED 


ATEMENT  OF  DEFICIENCIES 
ID  PLAN  OF  CORRECTION 


(X1>  PROVIDER/SUPPLIER/CLIA 
IDENTIFICATION  NUMBER: 


1086L003 


(X2)  MULTIPLE  CONSTRUCTION 

A.  BUILDING  

B.  WING  


(X3)  DATE  SURVEY 
COMPLETED 


11/16/2007 


\ME  OF  PROVIDER  OR  SUPPLIER 

*EMIER  HOME  HEALTH  CARE  SERVICES.  INC. 


STREET  ADDRESS,  CITY.  STATE.  ZIP  CODE 

1800  WHITE  PLAINS  ROAD 
BRONX,  ny  10462 


SUMMARY  STATEMENT  OF  DEFICIENCIES 
(EACH  DEFICIENCY  MUST  BE  PRECEDED  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


Continued  From  Page  18 

impairment  which  is  of  potential  risk  to  the 
patient  or  which  might  interfere  with  the 
performance  of  his/her  duties,  including  the 
habituation  or  addiction  to  depressants, 
stimulants,  narcotics,  alcohol  or  other  drugs  or  / 
substances  which  may  alter  the  individual's 
behavior. 

This  Rule  is  not  met  as  evidenced  by: 
Based  on  record  reviews  and  interviews,  the  . 
.agency  failed  to  obtain  "  Freedom  of  Habituation 
to  Drugs  and  Alcohol "  statements  and  annual 
health  assessment  from  employees.  This  was 
evident  for  3  of  4  personnel  files  reviewed.  ( 
Employees  #1,2  and  3) 

Failure  of  the  agency  to  ensure  that  all 
employees  are  free  from  the  habituation  or 
addiction  to  depressants,  stimulants,  narcotics, 
alcohol  or  other  drugs  or  substances  which  may 
alter  the  individual's  behavior  places  all  patients 
at  risk  for  unsafe  care. 

The  findings  are: 

The  Personnel  files  for  Employees  #1  ,2  and  #3 
did  not  include  documentation  of  statements 
that  the  employees  are  "free  of  habituation  or 
addiction  to  depressants,  stimulants,  narcotics, 
alcohol  or  other  drugs  or  substances  which  may 
alter  the  individual's  behavior." 

The  personnel  files  for  Employee  #  1(  Home 
Health  Aide)  and  Employee  #  3  (  Registered 
Nurse)  do  not  include  health  assessments  health 
status  assessment  on  file  for  Employee  #  1  is 
dated  "5/31/06". 

,  On  1 1/16/07  at  3:00pm,  the  Operations  Manager 
i  was  interviewed  and  was. unable  to  provide  an 
explanation. 
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since  1 996  and  lab  results  pertaining  to 
the  forensic  drug  screen  can  be  found  in 
the  medical  records  section  of  the 
employee's  personnel  file.  The  agency's 
Health  Assessment  Form  (El  25)  and 
Pre-Employment  Physical  (El  l  1)  were 
modified  on  4/5/07,  to  include  that  the 
potential  employee  and  existing 
employee  are  free  from  habituation  or 
addiction  to  depressants,  stimulants, 
narcotics,  alcohol,  or  other  drugs  or 
substances  which  may  alter  the 
individual's  behavior.  ' 

I.  Corrective  actions  that  will  be 
accomplished  for  those  patients  found 
to  have  been  affected  by  the  deficient 
practice. 

Personnel  #1 ,  #2,  #3  will  complete  the 
updated  Annua]  Health  Assessment 
Form  (El 25),  that  includes  the 
statement  free  from  habituation  or 
addiction  to  depressants,  stimulants, 
narcotics,  alcohol,  or  other  drugs  or 
substances  which  may  alter  the 
individual's  behavior.  All  remaining 
employees  will  complete  the  updated 
Annual  Health  Assessment  Form 
(E 1 25)  during  the  2008  calendar  year  at 
their  scheduled  yearly  due  date. 
Parties  responsible  for  the  correction 
and  ensuring  continued  compliance: 
Employment  Coordinators,  Field  Nurse 
Supervisor,  Director  of  Patient  Services, 
Office  Administrator,  and  Celestina 
Cruz,  RN-  Vice  President  of  Clinical 
Services. 

Date  of  Completion:  2/4/08 


\TE  FORM 


021189 


Z9741 1 


If  continuation  sheet  1 9  of  20 


PKiNihu:  iz/i4/zuu/ 
FORM  APPROVED 


New  York  State  Department  of  Health 


STATEMENT  OF  DEFICIENCIES 
AND  PLAN  OF  CORRECTION 


(X1)  PROVIDER/SUPPLIER/CLIA 
IDENTIFICATION  NUMBER: 


1086L003 


(X2)  MULTIPLE  CONSTRUCTION 

A.  BUILDING   

B,  WING  :  


(X3)  DATE  SURVEY 
COMPLETED 


11/16/2007 


"Is      .  OF  PROVIDER  OR  SUPPLIER 

PREMIER  HOME  HEALTH  CARE  SERVICES.  INC. 


STREET  ADDRESS,  CITY,  STATE,  ZIP  CODE 

1800  WHITE  PLAINS  ROAD 
BRONX,  ny  10462 


SUMMARY  STATEMENT  OF  DEFICIENCIES 
(EACH  DEFICIENCY  MUST  BE  PRECEDED  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


Continued  From  Page  18 

impairment  which  is  of  potential  risk  to  the 
patient  or  which  might  interfere  with  the 
performance  of  his/her  duties,  including  the 
habituation  or  addiction  to  depressants,  -  ' 

stimulants,  narcotics,  alcohol  or  other  drugs  or 
substances  which  may  alter  the  individual's  . 
behavior. 

This  Rule  is  not  met  as  evidenced  by: 
Based  on  record  reviews  and  interviews,  the 
agency  failed  to  obtain  "  Freedom  of  Habituation 
to  Drugs  and  Alcohol "  statements  and  annual 
health  assessment  from  employees.  This  was 
evident  for  3  of  4  personnel  files  reviewed.  ( 
Employees*  1.. 2  and  3)' 

Failure  of  the  agency  to  ensure  that  alt 
employees  are  free  from  the  habituation  or 
addiction  to  depressants,  stimulants,  narcotics, 
alcohol  or  other  drugs  or  substances  which  may 
alter  the  individual's  behavior  places  all  patients 
at  risk  for  unsafe  care. 

The  findings'are: 

The  Personnel  files  for  Employees  #1  ,2  and  #3 
did  not  include  documentation  of  statement^ 
that  the  employees  are  "free  of  habituation  or 
addiction  to  depressants,  stimulants,  narcotics, 
alcohol  or  other  drugs  or  substances  which  may 
alter  the  individuals's  behavior." 

The  personnel  files  for  Employee  #  1(  Home 
Health  Aide)  and  Employee  #  3  {  Registered 
Nurse)  do.  not  include  health  assessments  health 
status  assessment  on  file  for  Employee  #  1  is 
dated  "5/31/06". 

On  11/16/07  at  3:00pm,  the  Operations  Manager 
was  interviewed  and  was  unabie  to  provide  an 
explanation. 
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II.  How  to  identify  other  client's 
having  the  potential  to  be  affected  by 
the  same  deficient  practice  and  what 
corrective  action  will  be  taken. 

All  remaining  employees  will  complete 
the  updated  Annual  Health  Assessment 
Form  (El 25)  during  the  2008  calendar  ■ 
year  at  their  scheduled  yearly  due  date. 

All  potential  employees  will  complete 
an  updated  Pre-employment  Physical 
(Kill) 

Parties  responsible  for  the  correction 
and  ensuring  continued  compliance: 
Employment  Coordinators,  Field  Nurse 
Supervisor,  Director  of  Patient  Services, 
Office  Administrator,  and  Celestina 
Cruz,  RN-  Vice  President  of  Clinical 
Services. 

Date  of  Completion:  2/4/08 


m.  Measures  that  will  be  put  in  place 
to  ensure  that  the  deficient  practice 
will  not  recur 

All  Office  staff  will  be  re  in-serviced  on 
Policy  #9.7,  #9.8,  and  the  updated  Pre- 
Employment  Physical  (El  1 1)  and  the 
updated  Annual  Health  Assessment 
(El 25),  that  are  located  in  the  forms 
directory. 

Parties  responsible  for  the  correction 
and  ensuring  continued  compliance: 
Employment  Coordinators  Field  Nurse 
Supervisor,  Director  of  Patient  Services, 
Office  Administrator,  and  Celestina 
Cruz,  RN-  Vice  President  of  Clinical 
Services. 

Date  of  Completion:  2/4/08 
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impairment  which  is  of  potential  risk  to  the 
patient  or  which  might  interfere  with  the 
performance  of  his/her  duties,  including  the  , 
habituation  or  addiction  to  depressants, 
stimulants,  narcotics,  alcohol  or  other  drugs  or 
substances  which  may  alter  the  individual's 
behavior. 

This  Rule  is  not  met  as  evidenced  by: 
Based  on  record  reviews  and  interviews,  the 
agency  failed  to  obtain  "  Freedom  of  Habituation 
to  Drugs  and  Alcohol "  statements  and  annual 
health  assessment  from  employees.  This  was 
evident  for  3  of  4  personnel  files  reviewed.  ( 
Employees  #  1,  2  and  3) 

Failure  of  the  agency  to  ensure  that  all 
employees  are  free  from  the  habituation  or 
addiction  to  depressants,  stimulants,  narcotics,  . 
alcohol  or  other  drugs  or  substances  which  may 
alter  the  individual's  behavior  places  all  patients 
at  risk  for  unsafe  care.  ■ 

/ 

The  findings  are:  - 

the  Personnel  flies  for  Employees  #1  ,2  and  #3 
did  not  include  documentation  of  statements 
that  the'employees  are  "free  of  habituation  or 
addiction  to  depressants,  stimulants,  narcotics, 
alcohol  or  other  drugs  or  substances  which  may 
alter  the  individuals's  behavior." 

The  personnel  files  for  Employee  *  1{  Home 
Health  Aide)  and  Employee  #  3  (  Registered 
Nurse)  do  not  include  health  assessments  health 
status  assessment  on  file  for  Employee  #  1  is 
dated  "5/3 1/06". 

On  11/16/07  at  3:00pm,  the  Operations  Manager 
i  was  interviewed  and  was  unable  to  provide  an 
explanation. 
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IV.  How  the  corrective  action  will  be 
monitored  to  ensure  the  deficient 
practice  will  not  recur 

*  25%  of  the  employee  personnel  files 
will  be  audited  monthly  for  the  presence 
■  and  completion  of  the  updated  Pre- 
Employment  Physical  (El  1 1)  and  the 
updated  Annual  Health  Assessment  ( 
E125)  that  refer  to  the  statement  free 
from  habituation  or  addiction  to 
depressants,  stimulants,  narcotics, 
alcohol,  or  other  drugs  or  substances 
which  may  alter  the  individual's 
behavior. 

Parties  responsible  for  the  correction 
and  ensuring  continued  compliance: 
Employment  Coordinators,  Field  Nurse 
Supervisor,  Director  of  Patient  Services, 
Office  Administrator,  and  Celestina 
Cruz,  RN-  Vice  President  of  Clinical 
Services. 

Date  of  Completion:  4/4/08 


Dawn  Brill,  RN 

Vice  President  of  Regional 

Operations-  North  East 
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STATE  OF  NEW  YORK 

DEPARTMENT  OF  HEALTH 


Metropolitan  Area  Regional  Office  90  Church  Street,  New  York,  NY  1 0007 


Richard  F.  Daines  M.  D. 

Commissioner 


January  17,  2008 


Ms.  Robert  Silbering,  Trustee/Chairman  of  the  Board 


Brooklyn  CHHA  Grantor  Trust 
President  &  Chief  Executive  Officer 
Forensic  Investigative  Association,  Inc.. 
230  Park  Avenue,  Suite  422 
New  York,  NY  10169 


Dear  Mr.  Silbering: 

Please  be  advised  that  the  Plan  of  Correction  relating  to  the  recent  Article  36,  Medicaid/Medicare 
survey  of  your  certified  home  health  agency  has  been  reviewed  by  this  office. 

All  items  were  found  to  be  acceptable  and  it  is  expected  that  you  will  implement  this  plan  within 
the  time  frames  that  were  submitted.  A  post  approval  review  will  be  conducted  to  verify  the 
correction  of  deficiencies  cited. 

If  you  have  any  questions  regarding  this  matter  please  do  not  hesitate  to  contact  this  office  at 
(212)417-5888.  ,  . 


Re:  Family  Care  Certified  Services 
Provider  #  337-7264 

Survey  Date:  11/5,  11/6,  11/7,  11/8,  11/9,  11/13/07 


Sincerely 


Cheryl  Phoenix-Tannis  RN,  MSN,  GS 
Program  Manager 
Home  Health  and  Hospice  Services 
Metropolitan  Area  Regional  Office 


cc:  Deborah  Walsh,  Administrator 

Galina  Sirota,  Director  of  Patient  Services 
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INITIAL  COMMENTS 

A  standard  recertification  survey  was  conducted 
on  11/5/07,  11/6/07,  11/7/07,  1 1/8/07,  1 1/9/07, 
and  1 1/13/07  at  Family  Care  Certified  Services. 

Twenty  five  (#1-25)  clinical  records  were 
reviewed.  - 

Ten  (10)  home  visits  were  conducted  for  ten  (10) 
patients  #2,  #3,  #4,  #6,  #7,  #8,  #9,  #10,  #1 1,  and. 
#12. 

Ten  (10)  personnel  files  #1-10  were  reviewed. 
484.12(a)  COMPLIANCE  WITH  FED,  STATE, 
LOCAL  LAWS 

The  HHA  and  its  staff  must  operate  and  furnish 
services  in  compliance  with  all  applicable  Federal, 
State,  and  local  laws  and  regulations.  If  State  or 
applicable  local  law  provides  for  the  licensure  of 
HHAs,  an  agency  not  subject  to  licensure  is 
approved  by  the  licensing  authority  as  meeting 
the  standards  established  for  licensure. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  clinical  record  review,  and  agency 
personnel  interview,  the  agency  failed  to  ensure 
that  home  health  aides  employed  by  the  agency 
possessed  valid  certification,  references  and 
physical  assessments.This  was  evident  for  (1) 
one  of  (4)  personnel  records  reviewed. 
(Employee  #6) 

Failure  to  ensure  home  health  aide  certification 
requirements,  employee  references,  and 
employee  health  assessments  has  the  potential 
to  place  agency  patients  at  risk  for  care  to  be 
provided  by  unqualified  personnel: 
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o,     safeguards  provide  sufficient  proted .ion  to  the  pa  ^        ^  ^'°^0  nursinJ  hornes,  th*  above  findings  and  plans  of  correction  are  disclosable  14 
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Employee  #6  was  removed 
from  the  case  and  a 
replacement  Home  Health  Aide 
was  assigned. 

Two  additional  Home  Health 
Aide  Coordinators  will  be  hired 
(one  is  currently  in  training)  by 
January  31,  2008,  in  order  to 
more  closely  monitor  Home 
Health  Aide  profiles  and 
certificates.  A  new  profile 
request  form  was  developed 
(attachment  #1)  and  will  be 
faxed  to  the  licensed  agency 
providing  the  Home  Health 
Aide.  No  Home  Health  Aide  will 
be  permitted  to  work  on  a  case 
until  the  profile  is  received, 
reviewed  and  approved  by 
Family  Care  Certified  Services. 
A  new  policy  was  written 
'  (attachment  #2). and  sent  to  all 
licensed  vendor  agencies 
(attachment  #3).  The  policy  will 
be  initiated  by  January  15, 
2008. 

Ten  Home  Health  Aide  vendor 
agencies  per  quarter  will 
receive  on-site  surveys  by  the 
Clinical  Care  Manager  of  the 
department  to  review  ten 
■  complete  personnel  files.  Tool 
to  be  developed  by  December 
31,2007. 

Results  will  be  submitted  to  the 
Performance  Improvement 
department  and  results 
analyzed.  First  Performance 
Improvement  quarter  report  due 
May  15,  2008.  Ongoing 
surveillance  planned  quarterly. 


11/13/2007 


1/31/2008 


1/15/2008 


12/31/2007 
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Patient  #7  -  On  November  8, 
2007  a  PRN  visit  was  made. 
An  02  safety  precaution  poster 
was  placed  in  the  home. 
Instruction  was  given  to  the 
patient  and  caregivers  and 
documented  in  the  patient's 
record.  The  Home  Health  Aide 
Plan  of  Care  was  corrected  to 
include  02  safety  and 
precautions. 

On  November  15,  2007,.the 
Performance  Improvement 
monthly  presentation  on  02 
safety  and  precautions  was 
conducted  as  already 
scheduled.  A  copy  of  the 
education  material  (attachment 
#4)  was  sent  to  all  patients  and 
clinicians. 

During  the  November  29,  2007 
case  management  meeting 
(attachment  #5)  the  case 
managers  were  in-serviced 
regarding  monitoring 
documentation  of  02  safety  and 
precautions  by  the  field  staff. 
During  the  December  20,  2007 
case  management  meeting 
(attachment  #6)  planned 
monitoring  of  the  Home  Health 
Aide  Plan  of  Care  will  be 
reinforced.  A  compiled  list 
(done  on  November  20,  2007) 
of  all  patients  receiving  home 
'  02  therapy  was  given  to  the 
Performance  Improvement 
department.  A  tool  was. 
developed  (attachment  #7)  and 
will  be  used  to  monitor  50%  of 
patients  on  02  therapy  quarterly 
for  one  year.  The  first  report  is 
due  on  May  15,  2008.  /i     a  Z 

 fe£5 
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Patient  #8  -  On  November  7, 
2007  a  PRN  visit  was  made  at 
the  change  of  shift  to  supervise 
the  care  provided  by  the  Home 
Health  Aide.  Documents  were 
reviewed  after  the  visit  and  the 
RN  gave  in-service  to  the  aide 
in  T  +  P  and  leg  elevation. 
The  November  20,  2007  and 
December  7,  2007  mandatory 
in-service  of  the  field  staff 
reinforced  the  agency  policy  . 
regarding  Home  Health  Aide 
supervision  when  dealing  with  2 
1/2  hours  shifts  and  supervision 
of  night  time  Home  Health 
Aides  (attachment  #8).  A 
memo  was  sent  to  all  field  staff 
on  December  17,  2007 
reinforcing  the  policy 
(attachment  #9).  The 
December  20,  2007  case 
manager  meeting  will  reinforce 
the  policy  (attachment  #6). 
A  chart  review  tool  was 
developed  (attachment  #10) 
and  will  be  utilized  by  the 
Performance  Improvement 
department  to  monitor  25%  of 
patients  with  night  time  Home 
Health  Aides.  The  first  report 
will  be  due  May  15,  2008  for  the 
first  quarter  project  and  will 
continue  with  information  for  the 
second  quarter  of  2008  and 
reassessed.  /)  -f 
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Patient  #8  -  On  November  6, 
2007  case  manager  called  Dr. 
Asbel  to  clarify  medication 
changes  as  observed  during  the 
visit.  The  medication'sheet  was 
updated  and  physician's  verbal 
orders  were  sent  and  signed 
(attachment  #11).  The 
Community  Health  Nurse  was 
counseled  on  (attachment  #12) 
November  6,  2007  and  a 
supervisory  visit  was  made  to 
follow  up  on  medication 
assessment  with  management. 
Field  Community  Health  Nurses 
were  iri-serviced  on  November 
20,  2007  and  December  7,-  2007 
(attachment  #8)  regarding 
medication  management  and 
assessment  and  the  importance 
of  reporting  changes  to  the  case 
manager  and/or  the  MD  and 
,  documentation  of  same.  A  memo 
was  also  sent  (attachment  #9) 
dated  December  17,  2007 
reinforcing  Family  Care  Certified 
Services  policies  on  medication 
management  (attachment  #13);  a 
medication  management  tool  was 
sent  with  the  memo. 
The  case  management  staff  will ' 
be  in-serviced  at  the  December 
20,  2007  meeting  regarding  the 
importance  of  asking  the 
Community  Health  Nurses  if  , 
there  were  any  medication 
changes  during  the  client  case 
conference.  A  tool  will  be 
created  by  December  31 ,  2007  to 
monitor  compliance  via  home 
visits  by  supervision;  ten  patients 
per  quarter  will  be  monitored. 
Data  will  be  submitted  to  the 
Performance  Improvement 
Department  for  analysis.  The 
first  quarter  data  report  is  due 
May  15,  2008.  /)  ^ 
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12/14/2007 


12/20/2007 


Patient #17 -Case  manager  11/12/2007 
was  counseled  on  November 
12,  2007  regarding  proper 
documentation  of  discharge 
planning  and  conversion  follow 
up  (attachment  #14).  As  of 
December  14,  2007  patient's 
M11Q  was  sent  to  MD.  The 
M27R  is  completed. 
The  December  20,  2007  case 
management  meeting  will 
reinforce  proper  discharge 
planning  protocol  and 
documentation  requirements 
(attachment  #6).  A  tool  was 
developed  to  monitor 
compliance  (attachment  #15). 
The  Performance  Improvement 
department  will  perform  chart 
reviews.  Reviews  will  consist  of 
twenty-five  discharge  charts  per/ 
quarter.  The  first  report  is  due  / , 
May  15,  2008.  /  ~ 


(XS) 
COMPLETION 
DATE 


|N5/1 5/2008 


FORM  CMS-2567  (02-99)  Previous  Versions  Obsolete 


Event  ID:  Q1X111 


Facility  ID:  4096 


Page  5 


DEPARTMENT  OR  HEALTH  AND  HUMAN  SERVICES 
CENTERS  FOR  MEDICARE  &  MEDICAID  SERVICES 


PRJNTED:  12/5/2007 
FORM  APPROVED 
OMB  NO.  0938-0391 


STATEMENT  OF  DEFICIENCIES  AND 
PLAN  OF  CORRECTION 


PROVIDER/SUPPLIER/CLIA 
IDENTIFICATION  NUMBER: 


337264 


(X2)  MULTIPLE 
CONSTRUCTION 


A.  BUILDING. 

B.  WING  


(X3)  DATE  SURVEY 
COMPLETED 


11/13/2007 


NAME  OF  PROVIDER  OR  SUPPLIER 

FAMILY  CARE  CERTIFIED  SERVICES  OF  BROOKLYN/QUEENS 


(X4)  ID 
PREFIX 
TAG 


SUMMARY  STATEMENT  OF  DEFICIENCIES 
{EACH  DEFICIENCY  MUST  BE  PRECEDED  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


STREET  ADDRESS,  CITY,  STATE,  ZIP  CODE 
405  91st  STREET 

BROOKLYN,  NY  11209  


ID 
PREFIX 
TAG 


G  143 


PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


Patient  #14  -  The  Physical 
Therapist  was  counseled 
regarding  proper 
documentation  of  discharge 
(attachment  #16).  A  summary 
note  was  done  on  the  patient 
and  added  to  the  patient's 
medical  record  (attachment 
#17). 

An  in:service  is  scheduled  for 
the  end  of  January  2008  for  all 
therapy  staff.  Agenda  to 
include  proper  discharge 
planning.  Documentation  and 
use  of  discharge  summary  note 
to  reflect  summary  of  care  and 
goals  met.  A  memo  was  also 
sent  on  December  12,  2007 
reinforcing  documentation 
requirements  stated  above 
(attachment  #18). 
At  the  December  case 
management  meeting 
(attachment  #6)  proper 
discharge  planning  in 
conjunction  with  all  service  will 
be  reinforced.  A  tool  will  be 
developed  by  the  Rehabilitation 
department  supervisor  to 
monitor  compliance  with 
discharge  planning  and  use  of 
discharge  summary  note. 
The  Performance  Improvement 
department  will  monitor  twelve 
discharge  charts  per  quarter 
times  two  quarters.  First 
Performance  Improvement 
report  is  due  May  15,  2008 
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Patient  #20  -  Physician's  MD 
order  dated  June  18,  2007  was 
signed  (attachment  #19).  Case 
manager  was  counseled 
regarding  the  importance  of 
obtaining  signed  MD  orders  in  a 
timely  manner  (attachment  #20). 
Home  Care  Case  Manager 
meeting  is  planned  for  December 
20,  2007.  All  case  managers  to 
reinforce  the  importance  of 
obtaining  MD  verbal  orders  in  a 
timely  manner  (attachment  #6). 
Tool  was  developed  to  monitor- 
submission  of  signed  MD  verbal 
orders  (attachment  #21 ). 
Performance  Improvement  will  <^ 
review  fifty  charts  per  month  '/^ 
every  quarter.  First  report  due 
May  15,  2008. 


6/18/2007 


12/20/2007 


0\ 


Patient  #8  -  The  Community 
Health  Nurse  was  counseled  o 
November  6,  2007  (attachment 
#12).  Clinical  supervisor 
conducted  a  supervisory  visit  on 
November  9,  2007  to  reinforce 
wound  procedure  with 
Community  Health  Nurse  and 
check  on  patient's  clinical  status  - 
no  wound  infection  observed. 
Community  Health  Nurse  will 
receive  an  additional  supervisory 
visit  by  clinical  supervisor  before 
December  31,  2007. 
A  memo  was  sent  to  all  field 
Community  Health  Nurses  on 
December  1 2,  2007  (attachment 
#9)  reinforcing  wound  care  policy 
and  proper  wound  technique. 
A  mandatory  in-service  was 
conducted  on  November  20, 
2007  and  December  7,  2007 
(attachment  #8)  to  reinforce 
wound  procedure. 


^5/15/2008 
\1 1/6/2007 


11/9/2007 


12/31/2007 
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Patient  #8  (continued)  -  A  tool 
to  monitor  compliance  with 
wound  care  will  be  developed 
by  December  31,  2007.  Ten 
home  visits  will  be  made 
quarterly  by  the  clinical 
supervisor  using  the  tool  to 
monitor  wound  procedure 
compliance.  The  data  will  be 
submitted  to  the  Performance'^ 
Improvement  department.  Data  ' 


will  be  collected  for  two 
quarters.  First  report  due 
15,2008.  \ 
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STATE  OF  NEW  YORK 

DEPARTMENT  OF  HEALTH 

Metropolitan  Area  Regional  Office  90  Church  Street,  New  York,  NY  10007 


tichard  F.  Daines 
Commissioner 


.February  12,  2008 

Mr.  Kenneth  P.  Kilroy 
VP/Administrator 
Progressive  Home  Health  Services,  Inc 
1 32  West  31  Street,  7th  Floor  ' 
New  York,  NY  10001 


Wendy  E.  Saunders 
Chief  of  Staff 


Re:  Response  to  Plan  of  Correction 
Survey  Date:  February  16,  2007 
License:  1348L001 


Dear  Mr.  Kilroy: 

Please  be  advised  that  the  plan  of  correction  relating  to  the  recent  Article  36,  survey  of  your 
agency  have  been  reviewed  by  this  office. 

All  items  were  found  to  be  acceptable  and  it  is  expected  that  you  will  implement  this  plan  within 
the  time  frames  that  were  submitted.  A  post  approval  review  will  be  conducted  to  verity  the 
correction  of  deficiencies. 

If  you  have  any  questions  regarding  this  matter,  please  contact  (212)  41 7-5888. 
Sincerely, 

/  tfLv  

Cheryl  Phoenix-Tannis,  RN.  MSN,  CS 

Program  Manager  - 

Home  Health  and  Hospices  Services 

Metropolitan  Area  Regional  Offices 
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(EACH  DEFICIENCY  MUST  BE  PRECEOEO  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


Initial  Comments 


A  full  survey  and  complaint  investigation 
(#07-01-50071)  was  conducted  on  02/15/07  and 
02/16/07.  In  addition,  off-site  telephone 
interviews  were  conducted  on  2/21/07  due  to  the 
complaint  investigation.  During  the  survey  five 
(5)  patient  care  records  (identified  #1  -#5)  and 
eleven  (11)  personnel  records  were  reviewed 
(identified  #1 -#11). 

766"5(b)(4)  Clinical  supervision 

766.5  Clinical  supervision.  The  governing 
authority  shall  ensure  for  all  health  care  services 
that 


(b)  all  staff  delivering  care  in  patient  homes  are 
adequately  supervised.  The  department  shall 
consider  the  following  factors  as  evidence  of 
adequate  supervision: 


(4)  plans  of  care  are  revised  as  needed  and 
changes  are  reported  to  the  patient's  authorized 
practitioner,  other  staff  providing  care  to  the 
patient  and  other  agencies  which  authorize 
payment  for  services,  as  appropriate  and 
necessary. 

This  Rule  is  not  met  as  evidenced  by: 
Based  on  clinical  record  review  and  interviews, 
the  agency  failed  to  supervise  and  ensure  that 
the  aide  plan  of  care  (developed  by  the  skilled 
nurse  to  direct  the  paraprofessional  staff  in  the 
care  and  services  to  provide  to  the  patient)  is 
complete,  accurate  and  reviewed/revised  as 
necessary,  to  address  changes  in  the  patient '  s 
condition.  This  was  evident  for  (1)  of  five  (5) 
clinical  records  reviewed. 

Failure  to  ensure  complete  and  accurate  aide 
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PROVIOER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULO  BE 
CROSS-REFERENCEO  TO  THE  APPROPRIATE 
OEFICIENCY) 


766.5(b)(4)  Clinical  Supervision 

(b)  all  staff  delivering  care  in  patient  homes 
are  adequately  supervised. 

Kind  Care  has  instituted  the  following  to 
better  address  the  adequacy  of  clinical 
supervision  regulation: 

Home  attendants  will  continue  to  be  oriented 
to  the  Plan  of  Care  by  Kind  Care  Nursing 
Staff.  A  replacement  home  attendant  is 
considered  any  home  attendant  that  has  not 
serviced  the  patient  within  six  (6)  months. 
A  schedule  of  Kind  Care  Nursing  Staff  on 
duty  has  been  developed  to  ensure  that  there 
is  a  nurse  available  at  ail  times  in  theoffice 
and  during  off  hours. 

Should  the  Kind  Care  Nursing  Staff  assigned- 
be  absent  or  out  of  the  office,  arrangements 
are  made  in  advance  to  ensure  coverage. 
Coordination  staff  is  responsible  for  informing 
the  Kind  Care  Nursing  Staff  of  the 
replacement  via  a  Replacement  Orientation 
Form  (Attachment  A). 
The  coordination  staff  will  submit  a  Daily 
Replacement  List  (Attachment  B)  to  the  Data 
Entry  Liaison  for  the  replacements  that  the 
Kind  Care  Nursing.Staff  received. 

Once  the  Kind  Care  Nursing  Staff  completes 
the  orientation,  the  Replacement  Orientation 
Forms  are  given  to  the  Data  Entry  Liaison. 
The  Data  Entry  Liaison  will  then  verify  that  a 
Replacement  Orientation  Form  has  been 
received  for  every  patient  on  the  Daily 
Replacement  List.  If  there  is  a  discrepancy, 
the  Data  Entry  Liaison  will  inform  the  Kind 
Care  Executive  Director  or  the  Assistant 
Director  of  Field  Operation  who  will  then 
ensure  that  a  replacement  orientation  is 
conducted  for  the  patient  in  question. 
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Continued  From  Page  1 

Plan  of  Care  that  directs  the  paraprofessionals  in 
caring  for  patient,  has  the  potential  for  the  patient 
to  receive  inadequate  /inappropriate  care  and 
poor  patient  outcomes. 

The  finding  is: 


Patient#5  was  admitted  to  the  agency  on 
04/06/05  with  diagnoses  of  Hypertension,-.....--  - 
Glaucoma,  Dementia,  Coronary  Artery  Disease, 
and  Depression.  The  clinical  record  documents 
that  the  patient  was  discharged  from  the  agency 
on  11/7/06. 

The  Medical  Request  for  Home  Care  (Form 
M-11q)  dated  11/30/05  documents  that  the 
patient  required  assistance  with  personal  care 
and  housekeeping  services.  The  clinical  record 
documents  that  the  patient  received  home 
attendant  services  seven  days/week  twenty-four 
hours/day.  The  agency  provides  home  attendant 
services  under  contract  with  the  New  York  City 
Department  of  Social  Services  of  the  Human 
Resources  Administration. 

The  Nurse  '  s  Assessment  Visit  Report  dated 
9/20/06  documents.that  patient  was  "confused";- 
had  "impaired  judgement,  needed 
prompting/cueing  with  all  activities",  was 
"incontinent  of  bladder/bowel",  and  required  "total 
assistance"  with  personal  care.  The  record 
documents  that  the  patient  could  "not  be  alone  in 
the  home." 

The  aide  Plan  of  Care  (POC)  dated  9/20/06 
documents  that  the  patient  required  total 
assistance  with  personal  care  needs,  and  that  the 
patient  was  on  a  "low  salt  puree  diet".  The  aide 
POC  also  directs  the  home  attendant  to  "  report 
changes.  " 


H620 


The  Replacement  Orientation  Form  is  filed  in 
the  patient's  chart  by  the  Data  Entry  Liaison. 

All  home  attendants  are  being  advised 
through  initial  orientation  and  at  inservices 
that  if  they  are  working  as  a  replacement  aide 
and  if  they  do  not  hear  from  the  Kind  Care 
Nursing  Staff  within  an  hour  of  their  start 
time,  they  should  contact  the  office 
immediately  and  request  to  speak  with  the 
Kind  Care  Nursing  Staff. 

The  Kind  Care  Executive  Director  will  be 
responsible  for  implementing  this  Plan  of 
Correction. 


766.5(b)(4)  Clinical  Supervision 

(4)  Plans  of  Care  are  revised  as  needed  and 
changes  are  reported  to  other  agencies 
which  authorized  payment  for  services. 

All  Kind  Care  Nursing  Staff  have  received 
additional  training  from  the  Assistant  Director 
of  Nursing,  in  a  clinical  meeting  and  during 
ongoing  individualized  sessions.  Emphasis 
has  been  place  on  the  review  of  medication 
and  body  systems  during  patient 
assessments.  When  there  is  a  change  in  the 
patient's  condition  or  medication,  the  Plan  of 
Care  must  be  revised  to  reflect  this  change. 

The  Plan  of  Care  is  reviewed  during  every 
quarterly  patient  visit.  Each  Kind  Care 
Nursing  Staff  must  sign  off  that  the  Plan  of 
Care  has  been  reviewed.  Where  there  is  no 
change,  the  Kind  Care  Nursing  Staff  will  write 
"no  change"  and  sign  the  Plan  of  Care. 
The  visit  paperwork  is  then  submitted  to  the 
Assistant  Director  of  Nursing  or  designee  for 
a  clinical  review. 
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The  Client  Notes  dated  11/07/06  documents  that 
the  home  attendant  reported  on  11/06/06  that  the 
patient  "died  in  the  bed." 

In  a  complaint  received  by  the  Department  of 
Health  (DOH),  the  complainant  alleges  that  the 
"Home  Attendant  (HA1)  was  trained  by  the 
previous  aide  (HA2)  and  the  family  to  add 
Thick-it  to  Ensure  when  feeding  the  patient.  HA1 
did  not  add  the  Thick-it  which  resulted  in  the 
patient '  s  dead  due  to  aspiration  of  Ensure." 
The  complaint  also  alleges  that  a  family  member 
"came  home  to  find"  the  patient  "  sitting  in  a 
chair  dead.  "  .  HA1  was  present  and  stated  that 
the  patient  "had  been  cool  for  a  while. "  The 
complainant  stated  that  it  was  the  family  member 
that  called  911. 

On  01/25/07,  the  Medical  Examiner  from  the 
New  York  City  Medical  Examiner '  s  Office 
notified  DOH  that  the  patient '  s  "cause  of  death 
Was  aspiration  of  Ensure." 

On  02/16/07  at  2PM,  the  skilled  nurse  (SN),  who 
supervised  the  aide  and  prepared  the  aide  plan 
of 'care  was  interviewed  and  stated  that  the 
patient  was  "on  puree  diet  including  Ensure". 
However,  the  SN  was  unable  to  state  whether 
the  patent  was  on  aspiration  precaution  or  if  the 
aide  added  Thick-It  to  the  patient '  s  juice  and 
Ensure.  The  Clinical  review  record  including  the 
aide  plan  of  care  did  not  document  that  the 
patient '  s  diet  included  Ensure. 

A  telephone  interview  was  conducted  on 
02/21/07  at  1PM  with  the  Assistant  Director  of 
Nursing,  Incident  Supervisor,  and  the  Home 
Attendant  (HA1)  who  was  present  in  the  home  at 
the  time  of  the  patient '  s  death.  The  HA1  stated 
that  She  was  the  "replacement  aide"  who 
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The  Assistant  Director  of  Nursing  or  designee 
will  review  the  paperwork  to  ensure  that  the 
Plan  of  Care  matches  the  Kind  Care  Nursing 
Staff  assessment,  and  that  the  Plan  of  Care 
reflects  the  Scope  of  Tasks  for  a  home 
attendant,  if  there  is  a  discrepancy,  the 
Assistant  Director  of  Nursing  or  designee  will 
contact  the- Kind  Care  Nursing  Staff.  Should 
changes  be  necessary,  the  Kind  Care 
Nursing  Staff  will  be  responsible  for  updating 
the  Plan  of  Care  and  ensuring  that  the  patient 
and  home  attendant  are  aware  of  the 
changes.  A  revised  Plan  of  Care  is  left  in  the 
patient's  home  forborne  attendant  use. 

The  Assistant  Director  of  Nursing  or  designee 
will  continue  to  reinforce  with  the  Kind  Care 
Nursing  Staff  the  importance  of  reporting  and 
recording  changes  in  patient's  status.  This 
will  occur  at  the  next  quarterly  clinician 
meeting. 

In  addition,  during  the  Annual  Regulatory 
Compliance  Inservice  held  in  April  2007  - 
June  2007,  special  emphasis  was  placed  on 
the  home  attendants  calling  in  and  reporting 
changes.  The  home  attendants  are  being 
encouraged  to  report  any  requests  from 
family  members,  patients,  other  nurses  or 
doctors  involved  with  their  patient  that  would 
involve  a  task  that  is  not  part  of  the  Plan  of 
Care.  This  is  being  reinforced  at  every 
inservice  session  held  throughout  the  year 
and  with  every  clinical  contact. 

The  Assistant  Director  of  Nursing  will  be 
responsible  for  this  corrective  action  and 
ensuring  continued  compliance. 
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provided  service  on  10/29/06,  11/04/06, 
11/05/06,  and  11/06/06  and  the  patient  required 
total  care  which  included  turning  and  reposition 
and  feeding  the  patient  { who  was  on  a 
liquid/puree  diet  including  Ensure.)  HA1  stated 
that  she  "did  not  receive  any  instructions  from 
the  agency  regarding  the  aide  Plan  of  Care"  nor 
did  she  receive  "instructions  regarding  adding 
Thick-it  to  liquids  including  Ensure." 

In  the  Employee  Statement  dated  2/21/07,  HA1 
reported  that  "  on  1 1/06/06  she  "gave  the  client 
a  bed  bath  in  the  morning  and  turned  the  client 
every  two  hours.  The  client  was  fed  a  liquid 
puree  diet  that  was  prepared  by  the  client '  s 
daughter.  The  client  may  have  used  a  sippy  cup 
to  drink  her  meals.  The  client  did  not  choke  or 
spit  up  the  meal. "  HA1  reported  that  she 
"raised  the  bed"  when  she  fed  the  client  "About 
an  hour  after  turning  the  client,  the  daughter 
came  to.  check  on  her  mother.  When  the 
daughter  touched  her,  she  stated  that  her  mother 
felt  cold.  91 1  was  called." 

On  2/21/07  at  3PM  with  the  Administrator, . 
Director,  Assistant  Director  of  Nursing,  and  the 
regularly  assigned  Home  Attendant  (HA2)  were 
interviewed.  HA2  stated  that  she  provided  care 
to  the  patent  from  April  2005  to  November  03, 
2006  and  the  patient  "required  total  care 
including  feeding".  She  further  stated  that  the 
patient  was  on  a  "liquid  puree  diet  including 
Ensure"  and  she  "started  adding  Thick-it  to  the 
patient '  s  juice  and  .Ensure  after  the  patient '  s 
was  hospitalized  in  October  2006."  HA2  stated 
that  "after  the  hospitalization,  the  patient '  s 
daughter  said  that  the  doctor  recommended  a 
Gastric  Tube  (G-Tuoe)  insertion  for  the  patient 
and  that  the  family  had  refused."  HA2  added 
that  since  the  family  refused  to  insert  the 
G-Tube,  the  doctor  ordered  that  the  patient  be 
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placed  on  Thick-it  due  to  the  "  patient '  s 
swallowing  problem "  which  included  choking 
and  coughing  while  eating.  HA2  added  that  the 
daughter  was  given  a  packet  of  Thick-It  at  the 
hospital  and  later  purchased  additional  packets. 
HA2  said  that  the  patient '  s  daughter  gave 
instructions  on  how  to  use  the  Thick-It  and  she 
complied  by  adding  Thick-It  to  the  patient '  s 
juice  and  Ensure.  HA2  stated  that  she  also 
instructed  to  HA1  on  how  to  use  Thick-it. 

In  the  Employee  Statement  dated  02721/07 
(received  by  DOH  on  02/26/07),  HA2  reported 
mat  "  most  of  the  time  she  fed  the  client  and  it 
was  an  all  day  process.  The  client  was  fed 
spoonfuls  while  sitting  up  in  bed.  "  HA2  also 
reported  that  she  advised  the  replacement  aide 
(HA1)  on  the  patient '  s  needs. 

The  clinical  record  documents  that  the  patient 
was  hospitalized  on  10/10/06.  The  clinical  record 
titled  Client  Notes  dated  10/12/06  documents:  " 
client  ready  for  hospital  discharge  10/13/06  at 
1 1AM  ...P/U  (pick-up).  "  The  record  failed  to 
document  any  communication  with  the  hospital 
regarding  any  changes  in  the  patient '  s  plan  of 
care.  The  clinical  record  also  lacked 
documentation  that  HA2  reported  any  changes  to 
the  agency  after  the  patient  was  discharged  from 
the  hospital.  Additionally,  a  review  of  the 
Replacement  Flow  Sheet  which  documents 
supervision  of  replacement  HA  failed  to 
document  that  the  agency  provided  any 
supervision  to  HA1. 

On  interview  of  02/20/07,  the  Assistant  Director 
of  Nursing  (DON)  stated  that -it  was  the 
responsibility  of  the  hospital  to  inform  the  agency 
of  any  changes  in  the  patient  care  that  required  a 
revision  in  the  plan  of  care.  ■  The  Assistant  DON 
added  that  hospital  did  not  inform  the  agency  of 
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any  changes. 

766.6(a)(8)  Patient  care  record  . 

766.6  Patient  care  record. 

(a)  The  agency  shall  maintain  a  confidential 
record  for  each  patient  admitted  to  care  to 
include: 


(8)  documentation. of  accidents  and  incidents. 

This  Rule  is  not  met  as  evidenced  by: 
Based  on  review  of  clinical  records,  agency 
policy  and  procedure,  and  interviews  with  agency 
staff,  the  agency  failed  to  ensure  that  an  incident 
was  investigated  with  a  completed  report  This 
was  evident  for  one  (1)  of  five  (5)  clinical  records 
reviewed  (Patient  #5). 

Failure  of  the  agency  to  ensure  the  .  % 
documentation  of  accidents/incidents  places  the 
patients  at  risk  for  receiving  unsafe  and  poor 
quality  of  care. 

The  finding  is: 

Patien1#5  was  admitted  to  the  agency  on 
04/06/05  with  diagnoses  of  Hypertension, 
Glaucoma,  Dementia,  Coronary  Artery  Disease, 
and  Depression. 

The  Client  Notes  dated  11/07/06  documents:  "  - 
1 1/6/06  @  6PM  -  aide  called  to  report  that  the 
client  passed  away  half  hour  ago.  She  said  the 
police  and  the  family  are  there.  Aide  said  the 
client  passed  in  her  bed-  "  The  clinical  record 
documents  that  the  patient  received  home 
attendant  services  seven  days/week  twenty-four 
hours/day. 
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7€5.€(a)(8)  Patient  care  record 

766.6  Patient  care  record 

(a)  the  agency  shall  maintain  a  confidential 
record  of  each  patient  admitted  to  care  to 
include: 

(8)  documentation  of  accidents  and  incidents. 

All  staff  are  responsible  for,  and  encouraged 
to,  report  incidents.  Kind  Care  will  be  using 
the  same  incident  policy  followed  by 
Progressive  Home  Health  Services,  Inc.  All 
Kind  Care  Staff,  including  off  hours  staff, 
were  retrained  on  the  incident  policy  to 
ensure  appropriate  reporting  and 
documentation  of  all  incidents,  including 
deaths. 

The  Kind  Care  Executive  Director  and  the 
Incident  Supervisor  will  be  responsible  for 
this  corrective  action  and  ensuring  continued 
implementation. 

The  Senior  vice  President/Chairman  will 
provide  the  information  identified  in  this  Plan 
of  Correction  to  Kind  Care's  Quality 
Improvement  Committee  and  to  the 
Governing  Board  for  review  and  approval. 
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The  agency  policy/procedure  for  Incidents 
documents:  "  Documentation  of  the  situation  will 
be  entered  onto  the  Attendance  System  and  an 
Incident  Report  will  be  completed,  as  necessary. 
All  home  health  employees  will  provide  interview 
and/or  statement  as  requested.  " 

The  "  Incident  Log"  lacked  any  documentation 
that  an  incident  report  was  completed  or  that 
agency  employees  were  interviewed. 

On  interview  of  2/16/07  2PM,  the  Director  stated 
that  the  agency  did  not  complete  an  incident 
report  because  it  was  determined  that  "one  was 
not  necessary  in  this  case." 
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INITIAL  COMMENTS 

A  Follow-up  and  Complaint  Survey  was 
conducted  al  American:  Certified  Special 
Services  on  02/1 1/08-02/13/08. 

Twelve  (12)  clinical  records  were  reviewed  find 
identified  as  Patients  til-  #12. 

Five  (5)  home  visits  were  made  to  Patients  #1, 
#2,  #5,  #6  and  #7. 

484.30(a)  DUTIES  OP  Ti  ll?.  REGISTERED  NURSE 

The  registered  nurse  prepares  clinical  and 
progress  notes,  coordinates  services,  informs  The 
physician  and  other  personnel  of  changes  in  the  patient's 
condition  and  needs. 

This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  clinical  rceord  review,  home  visit  and 
stall' interview,  the  nurse  failed  to  ensure 
coordination  of  services  regarding  the 
administration  of  prescribed  medications  between 
the  Adult  Care  Facility  (ACE)  staff  and  the  agency  staff 
in  one  (I)  of  five  (5)  home  visits  (Patient 
#1).  ■ 

The  agency's  failure  to  ensure  effective 
coordinatioil.of  service  resulted  in  the  patient  not 
receiving  the  required  medication  and  places  all 
patients  at  risk  for  poor  quality  care. 

Findings  are: 

Patient  #1  was  admitted  to  the  agency  on 
04/28/05  with  diagnoses  of  Chronic  Airway 
Obstruction,  Schizophrenia,  Hypertension  and 
Esophageal  Reflux. 
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The  nurse  in  question  was  previously  disciplined  for 
Tailurc  to  perform  her  expected  duties  and 
appropriately  assess  patient's  medical  needs.  She 
was  placed  on  an  action  plan  in  December  and    '  - 
informed  if  there  is  not  a  "noticeable"  improvement 
she  would  be  discharged  at  the  end  of  February. 
Her  last  date  of  employment  is  Feb.  29,  2008.  (Sec 
attachment  U  I  -  HR  policies  regarding  progressive 
discipline  and  termination). 

All  residents  in  Adult  Care  facilities  have  rights 
guaranteed  to  them  under  federal  and  state  law. 
These  rights  include  the  resident's  right  to  self- 
administration  of  medication,  if  the  resident 
requests  to  self-administer  drugs,  and  the 
physician  certifies  it  is  safe  (in  writing).  The 
Americare  nurse  will  assess,  supervise,  direct  and 


instinct  the  patient  under  the  physician's  plan  of 
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care  f4SS\  The  Americare  nurse  will  review 


(based  on  die  frequency  of  nursing  visits')  the 
patient's/facilities  medication  administrative  record 
(MAR)  with  the  facilities  Med-Tcch  or  other 
designated  individual  for  medication  dosage  too 
high/low,  medication  interactions,  side  effects, 
allergies,  therapeutic  benefits,  administration  issues 
including  schedule  and  route,  compliance  with  self- 
administration  and  adequate  supply.  (See 
attachment  #  2  Medication  Review  Form) 

tn  accordance  to  Federal  regulations  independent 
self-administration  occurs  when  a  patient/resident  is 
independently  able  to  directly  apply  a  legend  drug 
or  controlled  substance  by  ingestion,  inhalation, 
injection  or  other 'means.  In  licensed  Adult  Homes, 
self-administration  may  include  situations  in  which 
an  individual  cannot  physically  self-administer 
medications  (i.e.,  patient  with  arthritic  hands,  may 
require  assistance  to  open  a  capon  a  medication 
bottle)  but  can  accurately  direct  others.  Americare 
Nurses,  as  practitioners,  will  determine  if  self- 


administration  of  medications  with  assistance  is 


appropriate.  This  will  be  achieved  by  direct 


observation  and  questioning. 


Feb.  29,  2008 


Westbury 
February 
21,2008  & 
SufTern  by 
March  27, 2008 
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Continued  From  page  1 

The  Plan  of  Care  (POC)  for  12/14/07-02/1 1/08 
ordered  Skilled  Nurse  (SN)  twice  daily  for  sixty 
(60)  days  for  nebulizer  treatment.  Hie  POC  also 
ordered  Combivent  two  (2)  puffs  inhalation  two 
(2)  times  daily  self  administered  and  prn  (as 
needed). 

The  clinical  record  contained  a  "Supplemental 
Physician  Order"  dated  01/04/07  ordering 
Combivent  inhaler  two  (2)  puffs  TID  (three  times 
daily),  a  fourth  dose  can  be  given  PRN  (as 
needed).  The  record  contained  a  subsequent 
order  dated  01/14/08  ordering  Combivent  two  (2) 
puffs  two  (2)  times  a  day  —  self  administer. 

A  Home  Visit  (HV)  was  conducted  on  02/1 2/08  to 
the  patient's  residence  at  the  ACP.  During  the 
visit,  the  surveyor  interviewed  the  patient 
regarding  the  usage  of  the  Combivent  Inhaler. 
The  patient  slated  he  "does  not  use  the  inhalers". 
Review  of  the  ACF.'s  Medication  Administration 
Records  (MAR)  for  January  2008  listed  the 
Combivent  and  documented  "Pis  (please)  see  at 
the  back".  Review  of  the  back  of  the  MAR  failed 
to  docijjnent'ifjibrrriation  regarding  the 
Combivent.  The  February  2008  MAR  lists  the 
Combivent  with  no  indication  of  whether  the 
patient  received  the  medication. 

During  the  HV  on  02/ 1 2/08  at  11.10  AM,  the 
nurse  was  observed  performing  a  clinical 
assessment  of  the  patient.  The  nurse  failed  to 
evaluate  the  patient  on  the  usage  of  the 
Combivent  inhaler.  The  nurse  was  observed 
administering  a  nebulizer  treatment  to  the  patient. 

Review  of  the  nursing  visit  reports  for  visits  of 
01/01/08  -02/06/08,  the  nurse  consistently 
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Certified  Home  Health  Aides  in  a  community 
setting,  and  non-practitioners  (Med  Techs)  in  the 
Adult  Home  may  assist  the  "self-directing" 
patient/resident  in  the  sclf-adniinistTation  of  their 
medications  as  follows: 

•  Reminding  or  coaching  the  individual  to 
take  their  medication, 

•  handing  the  medication  container  to  the 
patient, 

•  opening  the  medication  container,  using 
an  cnablcr,  or 

•  placing  the  medication  in  the  hand  of  the 
patient/resident. 

The  patient/resident  must  be  able  to  put  the 
medication  into  his  or  her  mouth  or  apply  or  instill 
the  medication.  The  patient/resident  does  not 
necessarily  need  to  state  the  name  of  the  medication, 
intended  effects,  side  effects,  or  other  details,  but 
must  be  aware  that  he/she  is  receiving  medications 
&  why  (i.e.,  this  blue  pill  is  lor  ray  blood  pressure 
and  I  take  1  tablet  in  tlic  morning).  Assistance  may 
be  provided  with  pie-filled  insulin  syringes. 
Assistance  is  limited  to  handing  the  pre-filled 
insulin  syringe  to  a  patient/resident. 

The  patient/resident  retains  the  right  to  refuse 
medication.  In  the  event  a  patient  refuses  medication 
the  patient's  physician  will  he  notified  by  the 
Americare  Nurse. 

Self-administration  of  medication  occurs  when  the 
resident  assumes  the  responsibility  for  taking  the 
right  medication  at  the  right  dose,  via  the  right  route, 
at  the  right  time,  and  for  the  right  reason.  American: 
CSS  nursing  staff  function  as  educators  and 
supervisors.  The  responsibility  for  storage, 
documentation  of  the  administration  of  the 
medication  on  the  MAR,  and  re-ordering  is  between 
the  resident  and  ACF  staff.  The  nurse  will  notify 
the  facility  Administrator  and  MP  if  there  is  a  delay 
in  ordering  medications  and/or  other  medication 
issues. 

If  an  patient/resident  cannot  safely  self-administer 
medication  or  self-administer  with  assistance  and/or 
cannot  indicate  an  awareness  that  he  or  she  is  taking 
a  medication,  then  the  medication  must  be 
administered  to  the  patient/resident  by  a  person 
legally  authorized  to  do  so  (Med  Tech)  or  by  the 
Americare  Nurse. 
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Documented  the  patient's  lung  status  as 
"wheezing"  in  both  lungs  and  "Albuterol 
Nebulizer"  treatments  administered.  The  nursing 
visit  reports  lacked  documentation  of  the  patient's 
usage  of  the  Combivent  Inhaler  as  prescribed  by 
the  physician.  The  visit  reports  lacked 
documentation  that  the  physician  was  notified  of 
the  patient  not  taking  the  Combivent  Inhaler. 

Further  review  of  the  agency's  Medication  Profile 
tacked  documentation  of  the  corrected  frequency 
of  Combivent  Inhaler.  The  Medication  Profile 
dated  01/04/08  listed  "Combivent  Inhaler  2  puffs 
TID  (three  times  daily)  and  a  fourth  dose  to  be 
given  prn  (as  needed)  in  between  or  after 
standing  dose"  yet  the  Supplemental  order  dated 
01/14/08  ordered  the  Combivent  two  (2)  times  a 
day. 

During  interview  with  the  agency's  supervisor  on 
02/13/08  at  10:15  AM,  the  supervisor 
acknowledged  the  findings, 

The  agency  continued  to  fail  to  ensure  effective 
coordination  of  services  between  the  ACF  staff 
and  the  agency's  nursing  staff  to  provide  the 
medications  ordered  for  this  patient  Chronic 
Airway  Obstruction  and  documented  wheezing. 

REPEAT  DEFICIENCY  FROM  12/27/07  SURVEY 
484.48  CLINICAL  RECORDS 

A  clinical  record  containing  pertinent  past  and 
current  findings  in  accordance  with  accepted 
professional  standards  is  maintained  for  every 
patient  receiving  home  health  services.  In 
addition  to  the  plan  of  care,  the  record  contains 
appropriate  identifying  information;  name  of 
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When  there  is  a  conflict  in  orders  or  an  order  is  not 
clear  or  complete,  the  facility's  policy  and 
procedure  on  contacting  the  appropriate  health 
professional  is  to  be  followed.  All  medications 
discrepancies  and/or  conflicts  will  be  brought  to  the 
physician's  immediate  attention  by  the  Americare 
Nurse. 

Responsible  Person:  Americare  CSS  Nurse  in  the 
ACF  is  responsible  for  surveillance  of  medication 
administration  .  The  Supervisor/DPS  for  each 
branch  is  responsible  for  oversight  of  the  RN. 
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FORM  CMS-2567  (02-99)  Previous  Versions  Obsolete 


Americare  CSS  has  a  computerized  tracking  system 
to  trade  nursing  visits!  Those  nurses  that  have  not 
submitted  notes  within  7  days  of  the  date  of  visit 
will  be  notified  to  come  into  the  office.  Paychecks 
of  frequent  offenders  will  have  to  be  picked  up  in 
the  Westbury  office  and  will  not  be  released  till  the 
documentation  is  complete  in  accordance  Clinical 
Record  Policy  484.48. 

Americare  CSS  will  ensure  that  the  nursing  staff 
initiates  the  POC  and  revises  the  POC  as  needed  to 
meet  patient/resident  needs.  Americare  CSS  will 
provide  as  in-depth  in-service  to  all  ACF  nurses 
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Continued  From  page  3 

physician;  drug,  dietary,  treatment,  and  activity 
orders;  signed  and  dated  clinical  and  progress 
notes;  copies  of  summary  reports  sent  to  the 
attending  physician;  and  a  discharge  summary. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  the  agency's  Plan  of  Correction,  the 
completion  date  for  the  corrective  actions  lor  this 
deficiency  is  04/14/08.  Therefore,  the  agency 
could  not  be  found  in  complianee  with  this 
regulation. 
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regarding  use  of  the  Medication  review  form, 
Pharmacology,  and  Behavioral  Health  Assessment 
no  later  than  March  27,  2008. 

American:  CSS  supervisors  and/or  DPS  will  review 
a  minimum  of  10%  of  each  Adult  Care  facility 
patient  clinical  records  on  a  monthly  basis.  Based 
on  the  findings  ongoing  education  will  take  place 
and  the  audit  results  will  be  placed  in  the  nurses 
personnel  file  to  be  reflected  on  their  annual 
performance  evaluation. 

Responsible  Person:  The  Scheduler/Office 
Manager  in  each  branch  is  responsible  for  tracking 
of  nursing  visits  oti  a  weekly  basis.  The  Clinical 
Supervisor/  Manager  &/or  DPS  for  each  branch  is 
responsible  lor  oversight  of  the  nurses. 

Americare  CSS  Governing  body  will  ensure  that  the 
required  education  and  in-services  take  place  and 
the  Agency's  have  the  continued  support  to  resolve 
all  identified  deficiencies  and  prevent  any 
reoccurrences  of  deficient  practices. 


March  27, 2008 
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STATE  OF  NEW  YORK 

DEPARTMENT  OF  HEALTH 


Metropolitan  Area  Regional  Office  90  Church  Street,  New  York,  NY  10007 


Richard  F.  Daines 
Commissioner 


Wendy  E.  Saunders 
Chief  of  Staff 


March  12,  2008 

Ms.  Nancy  Hahn 
Administrator 

Americare  of  New  York  City 
205  Kings  Highway 
Brooklyn,  NY  11223 


Dear  Ms.  Hahn:  / 

Please  be  advised  that  the  plan  of  correction  relating  to  the  recent  Article  36,  survey  of  your 
agency  have  been  reviewed  by  this  office. 

All  items  were  found  to  be  acceptable  and  it  is  expected  that  you  will  implement  this  plan  within 
the  time  frames  that  were  submitted.  A  post  approval  review  will  be  conducted  to  verity  the 
correction  of  deficiencies. 

tf  you  have  any  questions  regarding  this  matter,  please  contact  (212)  41 7-5888. 


Re:  Response  to  Plan  of  Correction 
Survey  Date:  December  5,  2007 
License:  LC0423A 


Cheryl  Phoenix-Tannis,.  RN.  MSN,  CS  ■ 
Program  Manager 

Home  Health  and  Hospices  Services 
Metropolitan  Area  Regional  Offices 
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COMPLETE 
OATE 


HOOOi  Initial  Comments 


Full  Survey  was  conducted  at  Americare  of  New 
York  City  on  12/5/07.  . 

Six  Patient  Care  Records  were  reviewed  and 
are  identified  as  Patients  #1  to  #6. 

Six  Personnel  Records  were  reviewed  and  are 
identified  as  Employees  #1  to  #6. 

j  The  Policy  and  Procedure  manual,  Federal  Tax 
i  ID,  Home  Health  Aide  Training  Quality 
!  Improvement/Quality  Assurance  Committee 
■  Meeting  Minutes,  Governing  Authority  Meeting 
I  Minutes,  Complaint  Log  and  Admission  Packet 
:  were  reviewed. 

!  An  observation  of  a  H  HA  training  class  was 
I  done. 


H204;  766.1(a)(1)  Patient  rights 
r  Section  766.1  Patient  rights. 


(a)  The  governing  authority  shall  establish  written 
policies  regarding  the  rights  of  the  patient  and 
shall  ensure  the  development  of  procedures 
implementing  such  policies.  These  rights, 
policies  and  procedures  shall  afford  each  patient 
the  right  to: 

(1)  be  informed  of  these  rights,  and  the  right  to 
exercise  such  rights,  in  writing  prior  to  the 
initiation  of  care,  as  evidenced  by  written 
documentation  in  the  clinical  record; 

(2)  be  given  a  statement  of  the  services  available 
by  the  agency  and  related  charges; 

(3)  be  advised  before  care  is  initiated  of  the 


H  000 


H204 


(See  H204  Paragraph  #1) 

(A)  Director  of  Quality  Assurance  presented 

and  discussed  revised  policies  and  procedures 

for  grievance  /  complaints  and  patient  bill  of  . 

rights,  during  a  performance  improvement 

meeting  on  January  11,  2008,  (See  enclosed 

attachment) 

(A)  Policies  were  approved  by  the 
Administrator  and  were  given  to  the 
Department  Directors  and  Managers  to 
disseminate  to  staff  for  orientation  and 
implementation.  Information  was  disseminated 
through  one  or  more  of  the  following:*printed, 
electronic,  and  presentation  materials.  . 

(A)  Minutes  of  PI  meeting  was  sent  to  the 
Governing  Board  for  effective  planning, 
directing,  implementing,  coordinating,  and 
monitoring  care  and  service  activities..  The 
revised  policies  and  procedures  will  be  . 
reiterated  to  the  Governing  Body  on  3/12/08 
during  our  Quarterly  Professional  Advisory 
Committee  (PAC). 

(A)  The  Quality  Management  Customer 
Relations  Representative  translated  our 
Americare  Inc.  patient  bill  of  rights  in  several 
languages  (English,  Spanish,  French,  Creole, 
Russian,  etc.)  in  order  to  accommodate 
diversified  patients  served. 

(See  H204  Paragraph  #2) 
(1)  The  revised  Bill  of  Rights  is  available  to  the 
patient  during  care  of  care  and  initial  nursing 
visits;  Americare  Inc.  patients  are  informed  of 
their  rights,  and  they  have  the  right  to  exercise 
such  rights.  This  measure  was  put  in  place  to 
ensure  that  deficient  practices  do  not  recur. 
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H204 


766.1(a)(1)  Patient  rights 


H  204 


(See  H204  Paragraph  #2) 

(1)  The  development  of  a  Quality  Management 
Continuous  Improvement  Program  and  strategy  to 
promote  patients'  rights  and  responsibilities  has  to 
be  carefully  prepared  by  Director  of  Quality 
Assurance. 

(See  H204  Paragraph  #2) 

(1)  The   processes  and  structures  of  Quality 
Management  Continuous  Improvement  Program 
will  work  toward  the  following  objectives: 
Educating  the  staff  on  patient  rights 

•  Creating  positive  outcomes 

•  Efficient  and  effective  services 

•  Complying  with  standards 

(See  H204  Paragraph  #2) 

(1)  Clinical  Manager  is  providing  direct  oversight 
of  the  Nursing  Department  and  is  effectively 
ensuring  that  every  patient  is  given  a  Patient's  Bill 
of  Rights  sheet  with  every  initial  visit  and  reviewed 
rwith  the  patient  by  the  nurse.  This  measure  was 
put  in  place  to  ensure  that  deficient  practices  do 
not- recur  for  those  patients  found  to  have  been 
affected  by  the  deficient  practice. 

(See  H204  Paragraph  #3) 

(2)  Americare,  Inc.  provides  a  list  of  the  charges 
for  our  private  paying  cases  only.  This  list  includes 
rates  for  R.N.  initial  visits,  R.N.  re-visits,  HHA  / 
PCA  hourly  rates  and  rates  for  24-hour  live-ins. 
These  rates  are  given  to  the  patient  or  guarantor 
prior  to  setting  up  an  initial  visit.  The  patient  or 
guarantor  is  personally  responsible  for  these 
charges. 


(See  H204  Paragraph  #4) 

(3)  The  cases  that  are  not  private  paying  are 
vendor  generated.  The  vendors  (Provider  Relation 
and  Case  Managers)  are  responsible  for  supplying 
the  patient  with  a  feting  or  their  services  and  all 
information  on  payments  (including  third  party 
payor.) 


Ongoing 
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H  204  !  Continued  From  Page  1 


extent  to  which  payment  for  agency  services  may 
be  expected  from  any  third  party  payors  and  the 
extent  to  which  payment  may  be  required  from 
the  patient. 

) 

(i)  The  agency  shall  advise  the  patient  of  any 
changes  in  information  provided  under  this 
paragraph  or  paragraph(2)  of  this  subdivision  as 
;  soon  as  possible,  but  no  later  than  30  calendar 
j  days  from  the  date,  the  agency  becomes  aware- 
i  of  the  change. 

!  '  '  ■  ■ 

\  (ii)  All  information  required  by  this  paragraptr 
|  shall  be  provided  to  the  patient  both  orally  and  in 
)  writing; 

!  (4)  be  informed  of  all  services  the  agency  is  to 
!  provide,  when  and  how  services  will  be  provided, 
!  and  the  name  and  functions  of  any  person  and 
I  affiliated  agency  providing  care  arid  services.-  ; 


This  Rule  is  not  met  as  evidenced  by. 
Based  on  record  review  and  interview,  the 
agency  failed  to  inform  the  patients  of  their  right 
to  be  informed  of  any  changesjn  information  or 
services  within  30  days.  This  was  evident  in  (5) 
out  of  (6)  patient  care  records  reviewed 
(Patients  #  2-6). 

Failure  to  provide  the  patient  the  right  to  be 
informed  of  change  in  information  or  services 
within  30  days  of  knowledge  places  the  patient  at 
risk  for  not  being  able  to  make  decisions 
regarding  their  care  in  a  timely  manner. 

The  findings  are: 

The  agency:  "  Patient  Bill  of  Rights  "  documents 

the  following  information:  "  Every  patient 

shall  be  given  a  statement  of  the  services'  ■ 


H204 
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(X5) 
COMPLETE 
DATE 


(See  H204  Paragraph  #5) 

i)  carol  Rizzuto,  Contract  Supeivisor,  assures  that 
Americare  Inc.  patients  receive  financial 
information  as  followed: 

•  Insurance  information 

.,  Knowledge  of  charges  not  covered 

•  Receiving  information  within  30  days 
verbally  and  in  writing  if  Americare  becomes 
aware  of  any  changes  in  charges 

."  Having  access  to  all  bills  upon  request 
However,  if  services  are  being  provided  thru  a 
managed  care  vendor  /  agency  (Guildnet,  CCM 
Vera  institute,  Senior  Health  Partners,  etc),  rt  is 
their  responsibility  to  provide  financial  information 
to  the  patient  /  client. 

(See  H204  Paragraph  #6) 

(ii)  The  Americare  Inc.  nurses,  vendor  Case 
Managers  and  Provider  Relation  staff  are 
responsible  for  providing  the  patients  with  this 
information  orally  and  in  writinp. 

(See  H204  Paragraph  #7) 

(4)  1/31/08  Administrator,  Director  of  Quality 
Assurance  and,  Director  of  Patient  Services 
revised  our  Licensed  Home  Health  Services 
Information  For  Patient  and  Care  Partner  Booklet. 
The  booklet  was  developed  to  provide  patients  and 
caregivers  general  information  about  Americare 
inc.,  including  available  services  to  meet  patient 
home  care  needs.  The  booklet  will  be  ready  for  a 
mass  patient  distribution  by  3/08.  The  department 
heads  will  monitor  the  booklet  and  updates  will  be 
provided  as  needed.  (See  enclosed  attached 
booklet) 

(See  H204  Paragraph  #7) 

(4)  Clinical  Manager  is  effectively  ensuring  that 
that  Nursing  Department  nurses  are  distributing 
and  explaining  the  patient  bill  of  rights,  forms,  care 
plan,  patient  booklet,  patient  related  information 
and  services  to  all  patients. 

(See  H204  Paragraph  #7) 

(4)  The  vendor's  (Guildnet,  CCM  Vera  institute, 
Senior  Health  Partners,  etc.)  Case  Manager  is 
responsible  for  fulfilling  the  patient's  needs,  i.e.  PT, 
OT  Speech  Therapy,  etc.  The  vendor  will  fax 
authorization  request,  for  nursing  and  HHA 
services  only.  All  Americare,  Inc.  personnel  wears 
I.D.  Badges  and  identify  themselves  and  as  well  as 
the  reason  for  their  visit. 
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PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


(See  H204  Paragraph  #  S) 

The  record  reviewed  during  12/05/07  survey  was 
'contracted  (Guildnet,  CCM,  Vera  institute,  Senior 
Health  Partners,  etc.)  therefore  it  is  the  vendor's 
Case  Manager's  responsibility  to  inform  their 
clients  of  any  change  to  their  services  i.e. 
frequency  of  nursing  and  HHA. 

(See  H204  Paragraph  #  8) 

Based  on  the  contractual  agreements,  when  we 

coordinate  and  arrange  Home  Health  Aides  and  / 

or  a  nurse  for  our  client  the  patient  is  informed  of 

any  changes  in  information  or  services  within  30 

days. 


(See  H204  Paragraph  #  9) 

■The  record  reviewed  during  the  audit  was  a 
contracted  (Guildnet,  CCM  Vera  institute,  Senior 
Health  Partners,  etc.)  therefore  it  is  the  vendor's 
Case  Managers  and  Provider  Relation  staffs  is 
responsibility  for  providing  the  patients  with  this 
information. 

Based  on  the  contractual  agreements,  when  we 
coordinate  and  arrange  Home  Health  Aides  and  / 
or  a  nurse  for  our  client  the  patient  js  informed  of 
any 'changes  in  information  or  services  within  30 
days. 


(See  H204  Paragraph  #  10) 

Only  the  private  paying  patients  are  provided  with 
a  listing  of  the  services  available  and  the  fee 
schedules.  These  are  discussed  with  the  patient 
and/or  the  guarantor  before  accepting  the  case. 
(See  H204  Paragraph  #  10) 

In  cases  where  it  is  a  vendor  case,  is  the 
responsibility  for  that  vendor  staff  or  Case  Manger 
to  notify  the  patient  of  available  services. 
Americare  Inc.  can  only  provide  services  with 
authorizations  from  vendors. 
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H  204!  Continued  From  Page  2  ■ 

i 

!  available  by  Americare  and  related  charges  and 
i  billing  mechanisms.  Each  patient  or  responsible 
j  person  is  informed  of  and  agrees  to  a  written 
i  reimbursement/billing  mechanisms.  Each 
I  patient  or  responsible  person  is  informed. of  and  . 
!  agrees  to  a  written  reimbursement  /billing  plan 
I  prior  to  the  initiation  of  care  and  has  the  right  to 
!  examine,  question  and  receive  a  full  explanation 
of  any  bill,  regardless  of  payment  source...." 

There  is  no  documented  evidence  of  the  agency 
agreeing  to  notify  the  patient  as  soon  as 
possible,  but  no  later  than  30  calendar  days. from 
the  date  the  agency  becomes  aware  of; the 
change. 

i  On  12/5/07  at  12:17  PM  the  Director  of  Patient 
'  Services  was  interviewed  and  stated. "  it  wiil  go 
!  into  effect  in  January. " 

i 

H  222 1  766.1(a)(8)  Patient  rights 


Section  766.1  Patient  rights. 

(a)  The  governing  authority  shall  establish  written 
policies  regarding  the  rights  of  the  patient  and 
shall  ensure  the  development  of  procedures 
implementing  such  policies.  These  rights, 
policies  and  procedures  shall  afford  each  patient 
the  right  to: 

(8)  voice  complaints  and  recommend  changes  in 
policies  and  services  to  agency  staff,  the  New  ■ 
York  State  Department  of  Health  or  any  outside 
representative  of  the  patient's  choice.  The; 
expression  of  such  complaints  by  the  patient  or 
his/her  designee  shall  be  free  from  interference, 
coercion,  discrimination  or  reprisal.  . 


H  204 
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DATE 


Initiated 
1/31/08 


(See  H204  Paragraph  #11) 
We  currently   have  a  Licensed   Home  Health 

Services  Information  For  Patient  and  Care  Partner  ! 
Booklet.  The  booklet  was  developed  to  provide 

patients  and  caregivers  general  information  about  I 

Americare  Inc.,  including  available  services  to  | 

meet  patient  home  care  needs.  The  booklet  will  be  \  Expected 

ready  for  a  mass  patient  distribution  by  3/08:  This  j  Completion 

measure  was  put  in  place  to  ensure  that  deficient  i  3/Qg 

practices  do  not  recur  for  those  patients  found-to  j 

have  been  affected  by  the  deficient  practice.  j 


(Ans.  for  H204  paragraph  12  See  H204  Paragraph 
#7) 


(See  H222  Paragraph  #1) 

(a)  Americare  Inc.  recognizes  the  vital  nature  of 

staff  and  their  contribution  to  our  agency.  Their 

input  and  involvement  is  essential  in  order  to  get 

the  .best   results   from   the   service  and  any 

improvement  activity. 

(See  H222  Paragraph  #1) 

(a)  Americare  "inc.  currently  have  policies  and 

procedures  and  avenues  for  patients  /  clients  and 

families  to  address  the  rights  of  clients,  obtain 

explanations,  address  grievances  and  serve  as  an 

advocate  for  clients  who  feel  that  their  rights  have 

not  been  properly  respected.  The  Director  of 

Quality  Assurance  conducts  continuous  monitoring 

of  the  process.   (See  enclosed  attachment) 
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(See  H222  Paragraph  #1) 
(Continuation  of  (a) )  • 
Americare  Inc.  assures  that  effective  leadership, 
procedures,  communications,  hiring  practices,  and 
many  other  activities  also  help  improve 
performance.  The  best  decisions  on  how  to 
achieve  performance  improvement  have  been 
based  on  the  value  that  different  approaches. 
Which-  approach  has  been  most  successful 
depends  on  the  specific  objectives  to  be  achieved. 
In  order  to  accomplish  goals  and  objectives, 

(a)  The  Administrator  has  developed  a  series  of 
organizational  structures  as  outlined  below: 

(a)  Director  Level  Meetings:  Directors  Americare 
Inc  meet  weekly  to  review  major  system 
developments.  to  '.  formulate  policy 
recommendations,  and  facilitate  program  planning, 
strategic  planning  and  continuous  quality 
improvement  regarding  the  rights  of  the  patients. 

(a)  Middle  Management  Meetings:  These  meetings 
meet  monthly  are  largely  Home  Health  Aide  (HHA) 
and  patient  focused,  but  also  serve  to  identify 
problems  in  the  functioning  of  the  service  system. 
Identified  systems  problems  are  referred  to  the 
appropriate  committee  for  review  and  action 

(a)  Staff  General  Meetings:  These  meetings  meet 
every  six  months  focuses  on  staffs  involvement 
with  continuous  quality  improvement  within 
Americare  Inc. 
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(See  H222  Paragraph  #2) 
'  (8)  Our  Americare  Inc.  patients  have  the  right  to 
voice  grievances  without  fear  of  recrimination.  The 
Quality  Management  Department  Grievance 
Coordinator  .  QM  Liaison  and  Director,  investigate 
complaints  made  by  a  client/family,  regarding 
treatment  or  care  that  is  furnished,  or  fails  to  be 
furnished.  A  grievance  /  complaint  can  be  made 
by  contacting  our  Care  Coordinator  at  718-434- 
5100. 

(S)  The  Director  of  Quality  Assurance  will  perform 
the.  following  systemic  changes:  randomly 
checking,  and  ensuring  that  process  for 
improvements  are  working  properly.  Any 
deficiencies  will  be  corrected  on  the  spot,  and  the 
findings  of  the  quality-assurance  checks  will  be 
documented  and  submitted  at  the  monthly  quality- 
assurance  committee  meeting  for  further  review  or 
corrective  action. 


(See  H222  Paragraph  #2)  (Continuation  of  (8) ) 
The  Coordinator  is  currently  documenting  both  the 
existence  of  the  complaint  and  the  resolution  of  the 
complaint.  If  the  patient  feels  that  satisfaction 
action  has  not  been  taken  they  may  contact  our 
newly  hired  Grievance  Coordinator  for  further 
assistance. 

Patients  are  advised  in  writing  via  patient  booklet, 
patient  bill  of  rights  as  well  as  verbally  by  the  staff 
to  contact  the  New  York  State  Department  of 
Health  and  the  Joint  Commission  on  Accreditation 
of  Healthcare  Organizations  if  their  complaint  was 
not  addressed  properly  by  an  Americare. Inc.  staff 
or  administration. 


12/06/07 
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COMPLETE 
DATE 


(Continuation  of  H222  Paragraph  #  4) 
The  Americare  inc.  staff  was  given  the  correct 
number  for  patient  related  complaints. 
Furthermore,  the  Clinical'  Manager,  Nursing 
Department  Case  Managers  and  Field  Nurses 
assures  that  hot  line  complaint  numbers  are  given 
to  all  patient  during  their  initial  nursing  visit. 
Numbers  provided  by  the  nurses  includes: 

•  Americare  Contacts 

•  Department  of  Health  Complaint* 
o    Joint  Commission  Complaint  # 


(See  H222  Paragraph  #5  ) 

Unfortunately  the  State  Department  of  Health 
Phone    Number    212-268-7001     provided  is 
disconnected.  ■ 
(See  H222  Paragraph  #5  ) 

A  mass  mailing  was  conducted  by  the 
Administrative  staff  and  sent  to  2,084  Americare 
Inc.  patients  with  the  correct  contact  information. 
The  letter  advised  patients  to  contact  the  State 
Department  of  Health  Phone  Number  at  1-800628- 
5972  or  212-417-5888,  The  State  Department  Of 
Health  Hours  of  operations  are  8:30am-4:  30pm, 
Monday  through  Friday,  excluding  State  and 
federal  Holidays.  (See  enclosed  attachment) 


(See  H222  Paragraph  #  6  ) 
Our  Licensed  Home  Health  Services  Information 
For  Patient  and  Care  Partner  Booklet  currently  has 
the  correct  information  for  the  New  York  State 
Department  of  Health.  This  measure,  was  put  in 
place  to  ensure  that  deficient  practices  do  not 
recur  for  those  patients  found  to  have  been 
affected  by  the  deficient  practice. 
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This  Rule  is  not  met  as  evidenced  by: 
Based  on  record  review  and  interview,  the 
agency  failed  to  provide  the  patients  with  the 
I  correct  information  to  contact  the  New  York 
I  State  Department  of  Health.  This-was  evident 
for  (2)  out  of  (6)  patient  care  records  reviewed. ( 
;  Patients  #  3  and  4) 

i  Failure  to  provide  the  correct  telephone  number 
i  to  the  patient  places  the  patient  at  risk  for  not 
i  being  given  the  opportunity  to  lodge  a  complaint 
!  with  the  New  York  State  Department  of  Health 
j  and  it  violates  the  patient '  s  right. 

The  findings  are: 
i  ■  • 

|  The  agency:  "  Patient  Complaint/  Grievance 
j  Procedure  "  documents  the  following 
|  information:  "  You  may  express  complaints 
;  about  the  care  and  services  provided  and  have 
'  Americare  investigate  such  complaints.  The 
State  Department  of  health  Phone  Number  is 
212-268-7001 .  The  State  Department  of  Health 
Hours  of  Operation  are  8:30_4:30  P.M.,  Monday 
through  Friday,  excluding  State  and  federal 
Holidays. 

j  The  documented  telephone  number  is  not  the 
|  correct  contact  information  for  the  New  York 
j  State  Department  of  Health. 

■! 

i  The  patient  care  records  for  Patient  #3  and  #4  '  s 

|  have  the  forms  with  the  incorrect  information. 

i 

!  On  12/5/07  at  4:07  PM,  the  Director  of  Patient 
I  Services,  stated:  "....everyone  will  get  that 
I  information  as  of  January  1st." 


PROVIDER'S  PLAN  OF  CORRECTION 
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DEFICIENCY] 


(X5) 
COMPLETE 
DATE 


(See  H222  Paragraph  #3) 

Immediately    implemented    on    12/11/07  by 
Administrator,  Quality,  Nursing  and  Marketing 
Department.  Patient  information  letters,  manuals  ^ 
and  materials  now  includes  the  following:  *  i 
(See  H222  Paragraph  #3) 

The  public  may  contact  the  State  Department  for  | 
patient  complaints  at  1-800  628-5972  or  212-417- 
5888.  The  State  Department  Of  Health  Hours  of 
operations  are  8:30am-4:  30pm,  Monday  through 
Friday,  excluding  State  and  federal  Holidays. 
(See  H222  Paragraph  #3) 
They  may  also  contact  Joint  Commission's  Office 
of  Quality  Monitoring  to  report  any  concerns  or 
register  complaints  about  a  Joint  Commission- 
'  accredited  health  care  organization  by  either 
calling        1/800-994-6610        or  emailing 
r.hmplaint@icaho.org.  (See  enclosed  attachment) 

(See  H222  Paragraph  #  3) 

Our  patient  letters  were  translated  into  several 
languages  (  English,  Spanish,  French,  and 
Russian  )  and  were  mailed'  to  2,084  Americare 
Inc.  patients. 

(See  H222  Paragraph  #  3) 

Our  newly  hired  2/11/08  Quality  Management 
Customer  Relations  Representative  ensures 
continuous  compliance  by  tacking  and  mailing  the 
letter  to  new  patients.  Thjs  measure  is  put  in  place 
to  ensure  that  deficient  practices  do  not  recur. 
(See  H222  Paragraph  #  3) 

Clinical  Manager  is  ensuring  the  receipt  by  every 
patient.  Every  patient  is  asked  upon  a  revisit  if  they 
have  received  it.  If  not,  then  the  nurse  will  hand  out 
a  packet  and  request  a  signature  on  an  orientation 
form,  which  confirms  receipt  of  it.  This  signature 
page  will  be  placed  in  the  pt's  chart.  Every  initial 
visit  will  have  this  packet  as  part  of  the  initial 
paperwork.  This  way  every  one  of  our  patients  is 
supplied  with  this  inf°- 


(See  H222  Paragraph  #4) 

All  current  patients  have  been  sent  a  letter  signed 
by  administration  with  the  correct  telephone 
number  for  Department  of  Health.  All  future 
patients  will  receive  this  documentation  during 
start  of  care,  with  the  correct  numbers. 


12/11/07 
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(See  H222  Paragraph  #  7  ) 

Currently  changed,  as  documented  above. 


(See  H222  Paragraph  #  8) 

12/10/07  Patient  letters  informing  Amencare  inc. 
patients  with  the  correct  contact  information 
(hotline  number,  email,  and  mailing  address)  on 
contacting  the  New  York  State  Department  of 
Health  and  the  Joint  Commission  on  accreditation 
of  Healthcare  Organizations,  was  translated  in 
several  languages. 

(English,  Spanish,  French,  and  Russian)  and  was 
mailed  to  2,084  Amencare  Inc.  patients. 
The  revised  Information  For  Patient  and  Care 
Partner  Booklet  will  be  ready  for  a  mass  patient, 
distribution  by  3/08. 
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H  404  j  Continued  From  Page  4 
H  404  \  766.3(b)  Plan  of  care 
j  766. 3.  Plan  of  care. 

i  The  governing  authority  or  operator  shall  ensure 
!  that: 


H404 
H  404 


j  (b)  a  plan  of  care  is  established  for  each  patient 

!  based  on  a  professional  assessment  of  the 

j  patient's  needs  and  includes  pertinent  diagnosis, 

!  prognosis,  mental  status,  frequency  of  each 

I  service  to  be  provided,  medications,  treatments, 

l  diet  regimens,  functional  limitations  and 

I  rehabilitation  potential.  ■  . 

j  This  Rule  is  not  met  as  evidenced  by: 
j  Based  on  record  review  and  interview,  the 
i  agency  failed  to  ensure  that  all  plan  of  cares 
;  were  available  for  review.  .  This  was  evident  in 
|  (3)  out  of  (6)  patient  records  reviewed.  (Patient 
;  #4,  #5  and  #6). 
i 

Failure  to  ensure  that  Plan  of  Cares  are 
available  for  review  places  the  patient  at  riskrfor 
1  not  receiving  all  the  services  that  patient  is 
!  entitled  to  receive. 


|  The  findings  are: 

1)  Patient  #4  has  diagnoses  which  includes 
Hypertension  and  Osteoarthritis. 

The  agency  :  "Home  Health  Certification  and 
i  Plan  of  Care"  documents  the  last  certification  . 
!  period  as  "4/3/07-7/31/07." 

i 

I  There  is  no  documented  evidence  of  a  Plan  of 
I  Care  for  8/1/07  until  present  (  12/2007). 

!  2)  Patient  #5  has  diagnoses  which  includes^ 
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DEFICIENCY) 


(X5) 
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(See  H404  Paragraph  #1) 
(b)  Clinical  Manager  currently  monitors  and 
ensures  that  the  Home  Health  Certification  and 
Plan  of  Care  (form  485)  are  updated  within  48 
hours  of  the  submitted  revisit  paperwork.  A  copy 
of  this  485  currently  kept'  on  the  chart  (to  show 
that  is  was  done)  while  the  original  is  sent  out  the 
physician  for  his/her  review  and  signature, 
(b)  Revisits  are  routinely  done  every  3  months  or 
as  per  the  request'  of  the  vendor  (on  their 
authorizations.)  The  time  frame  indicated  on  this 
form  485  coincides  with  the  authorization  time 
frame.  There  are  instances  when  a  revisit  is 
scheduled  for  a  date  that  is  past  the  time  frame  on 
this  form  485.  That  is  due  to  the  fact  that  the 
previous  visit  was  done  in  the  middle  of  the  time 
frame  of  the  previous  form  485.  Many 
authorizations  are  coming  in  with  a  time  period  of 
longer  than  a  3-month  time  span. 


(See  H404  Paragraph  #  2  ) 

Clinical  Manager  currently  monitors  and  ensures 
that  the  patient  charts  are  being  reviewed  by  their 
case  managers  and  the  copy  of  the  form  485 
(Home  Health  Certification  and  Plan  of  Care)  is 
currently  kept  on  the  chart  until  the  signed  original 
one  is  returned.  This  procedure  currently  in  effect. 
All  plan  of  cares  will  be  available  for  review  during 
surveys. 


(See  H404  Paragraph  #  3  ) 
Clinical  Manager  currently  monitors  and  ensures 
that  the  nurses  complete  a  health  care  plan  with 
the  physician's  approval.  The  Nursing 
Department  currently  includes  the  specific  types 
of  services  required,  the  method  of  providing 
those  services,  and  the  expected  duration  of  the 
services. 

(See  H404  Paragraph  #  3  ) 
'  Clinical  Manager   is  responsible  for  assuring 
that  the  medical  records  in  the  health  care  plan 
include  whenever  appropriate  the  following: 

•  Diagnosis  &  prognosis 

•  Transfer  forms 

•  Physician's  certification  and  orders 

•  Progress  notes 

•  Drug  administration  records 
.      Treatment  records 

•  Emergency  instructions 


Ongoing 


Currently 


Ongoing 
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H  404   i  Continued  From  Page  5 


H404 


PROVIDER'S  PLAN  OF  CORRECTION  I  (X5) 

/EACH  CORRECTIVE  ACTION  SHOULD  BE  COMPLETE 

CROSS-REFERENCED  TO  THE  APPROPRIATE  }  DATE 

DEFICIENCY)  .  I 


(See  H404  Paragraph  #  4) 
1)  Department  Clinical  Manager  /  Case 
managers  is  effectively  conducting  weekly 
ground  round  meetings  including  chart  and 
medication  reviews  with  staff  for  updates  and 
processes  for  improvements.  When  applicable 
the  Clinical  Manager  determines  activities, 
which  constitutes  a  high-risk  process,  and 
conducts  a  Performance  improvement  activity, 
including  data  collection,  analysis,  aggregation 
and  improvement  measurements.  This  systemic 
approach  will  ensure  that  the  deficient  practice 
does  not  recur. 


(See  H404  Paragraph  #  5  ) 
As  part  of  our  newly  implemented  practice,  we 
are  placing  copies  of  Plan  of  Care  (form  485)  on 
the  chart  while  we  are  waiting  for  the  original 
signed  ones  to  be  returned  form  the  doctor. 
This  is  just  a  confirmation  that  one  has  been 
done    for    the    appropriate    time  period. 


(See  H404  Paragraph  #  6  ) 
During  this  time  frame  the  Nurse  Case  Manager 
for  Guitdnet  was  called  repeatedly  requesting  a 
new  authorization.  Americare,  Inc.  does  not 
send  in  a  nurse  to  a  patient's  home  without  an 
authorization.  There  is  Documentation  in  the 
chart  showing  the  time  we  called  Guildnet. 
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H  404 !  Continued  From  Page  5 

I 

■  Hypertension,  Diabetes  and  Arthritis. 

i 

|  The  agency:  "Home  Health  Certification  and  Plan 
i  of  Care"  documents  Plans  of  Care  for  "2/1/06  - 
!  5/1/06,  8/1/06-11/1/06,  11/2/06-2/1/07, 
I  4/1/07-7/31/07  and  7/24/07-1 1/30/07." 

I  There  was  no  documented  evidence  of  a  Plan  of 
!  Care  for  5/2/06-7/31/06  and  2/2/07  -  3/31/07. 
I  3)  Patient#6  has  a  diagnoses  which  includes 
\  Gout,  Arthritis  and  Hypertension. 

!  The  agency.  "Home  Health  Certification  and 
!  Plan  of  Care"  documents  Plans  of  Care  for 
I  12/1/06^/1/07  and  9/1/07  - 1 1/30/07. 

i 

;  There  was  no  documented  evidence  of  a-  Plan  of 
!  Care  from  4/1/07-8/31/07  and  12/1/07  till  current 


On  12/5/07,  the  Administrator  was  interviewed 
and  was  unable  to  provide  an  explanation. 


H  616 !  766.5(b)(2)  Clinical  supervision 

i 

|  766.5  Clinical  supervision.  The  governing 
|  authority  shall  ensure  for  all  health  care  services 
'  that: 


ID 
PREFIX 
TAG 


H  404 


H616 


(b)  all  staff  delivering  care  in  patient  homes  are 
adequately  supervised.  The  department  shall 
consider  the  following  factors  as  evidence  of 
adequate  supervision: 


(2)  staff  are  assigned  to  the  care  of  patients  in 
accordance  with  their  licensure,  and  their 
training,  orientation,  and  demonstrated  skills. . 

This  Rule  is  not  met  as  evidenced  by: 

Based  on  record  review  and  interview  the  agency 

failed  to  ensure  that  new  Home  Health  Aides 


PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


(See  H404  Paragraph*  8  ) 
Clinical  Manager   assures  that  all  copies  of  the 
Plan  of  Care  (form  485)  are  kept  in  the  chart 
until  the  Nursing   Department  receives  the 
original  signed  ones  from  the  doctor. 


{See  H404  Paragraph  #  9  ) 
Department  Clinical  Manager  /  Case  Managers  is 
effectively  conducting  weekly  ground  round 
meetings  including  chart  and  medication  reviews 
with  staff  for  updates  and  processes  for 
improvements'.  When  applicable  the  Clinical 
Manager  determines  activities,  which  constitutes  a 
high-risk  process,  and  conducts  a  Performance 
improvement  activity,  including  data  collection, 
analysis,  aggregation  and  improvement 
measurements. 


(Ans.  for  H404  paragraph  10  See  H404  Paragraph 
#  9)  Same  as  above 


(Ans.  for  H404  paragraph  1 1  See  H404  Paragraph 
#  9)  Same  as  above 

1 

(See  H404  Paragraph  #  12 ) 
The  Administrator  is  overseeing  that  the  Clinical 
Manager  assures  that  all  copies  of  the  Plan  of 
Care  (form  485)  are  kept  in  the  chart  until  the 
Nursing  Department  receives  the  original  signed 
ones  from  the  doctor. 


(Ans.  for  H  616  paragraph!  See  H616  Paragraph  # 
2  &  3) 


(See  H616  Paragraph  #2) 

(b)  The  Clinical  Manager  evaluates  all  field  nurses 
annually.  The  evidence  of  adequate  supervision 
place  in  the  employee's  HR  file. 
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PROVIDER'S  PLAN  OF  CORRECTION  |  (X5) 

(EACH  CORRECTIVE  ACTION  SHOULD  BE  j  COMPLETE 

CROSS-REFERENCED  TO  THE  APPROPRIATE  \  DATE 

DEFICIENCY)  I 


(See  H616  Paragraph  #3) 

(2)  The  Clinical  Manager  assigns  the  internal  and 
external  staff  according  with  their  licensure,  and 
their  training,  orientation,  and  demonstration, 

(2)  Routine  nursing  training  meetings  are  held 
individually  with  clinical  manager  as  a  follow-up 
measure  to  ensure  that  deficient  practices  do  not 
recur.  Updated  information  ,  policies,  and 
procedures  are  distributed  to  staff. 

(2)  Meetings  were  held  by  clinical,  manager  with 
each  nurse  individually  ■  on  theses  dates, 
1 1/06/07,1 1/27/07,1 2/1 1/0712/28/07,1/25/08,2/28/ 
08. 


(See  H616  Paragraph  #  4) 
Response  from  DOH .  can  take  up  to  a  year  to 
receive  .determinations.  A  new  procedure  to 
indicate  that  the  fingerprints  were  definitely  sent 
and  received  by  the  DOH  is  commenced 
immediately.  When  prints  are  forwarded  we 
receive  a  confirmation  from  the  DOH.  A  copy  of 
this  confirmation  is  now  placed  into  the  HHA  file  as 
a  matter  of  record. 

Plans  for  improvement  entaiis  the  following  which 
is  currently  in  practice: 

The  first  on-site  supervision  is  completed  by  a 
nurse  (RN  or  LPN)  Subsequent  on-site  supervision 
and  the  off-site  supervision  is  completed  by 
utilizing'  an  individual  employed  by  the  covered 
provider  with  a  minimum  of  one  year's  experience. 

Director  of  Quality  Assurance  implemented  a  CHRC 
process  in  09/07 .  The  Director  of  Quality  Assurance  hired 
7  Home  Health  Aides  in  September  and  October 
with  a  one-year  tenure  with  Americare  inc.  to  work 
as  CHRC  Representatives  for  phone  call  and  off- 
site  supervisions. 

•      3  English  Speaking  Representatives 
.      1  Spanish  Speaking  Representative 
1  Chinese  Speaking  Representative 
.      2  Russian  Speaking  Representatives 
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PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


(Continuation  of  H61 6  Paragraph  #  4  ) 
The  Quality  Management  Department  created  a 
new  CHRC  tracking  database  as  well  as  new 
CHRC  forms  in  order  to  further  assist  with  the 
newly  revised  CHRC  process. 

•  The  CHRC  Nursing  Supervision  Visit  form 

•  The  CHRC  Staff  Supervision  Visit  form 

•  The  Provisional  Supervision  Time-  slip 

All  staff  that  provides  supervision  of  home  health 
aides  was  in-serviced  on  the  rules  for  supervisory 
visits  and  the  agencies  policy  for  supervision  by 
the  Director  of  Quality  Assurance.  Although  we 
were  deficient  with  the  supervisory  visits.  Future 
supervisory  visits  will  be  in  compliance  from 
2/19/08.  S  upervisory  visits  have  been  added  to  the 
agencies  QA  and  will  be  audited  for  compliance  to 
the  rules.  The  Administrator  will  take  appropriate 
action  if  noncompliance  is  still  found.  The  Director 
of  Quality  Assurance  and  Administrator  is 
responsible  for  this  plan  of  correction. 
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were  supervised  according  to  the  Criminal 
History  Check  requirements.  This  was  evident 
for  (4)  out  of  (6)  employee  records  reviewed. 
(Employees  #  1 ,  #2,  #3  and  #4).  .  r 

Failure  to  provide  supervision  during  a  Criminal 
History  check,  places  the  patient  at  risk  for 
unsafe  care. 


H  616 


i  The  findings  are: 

!■  1)  Employee  #  1  is  a  Home  Health  Aide  with  a  " 
|  documented  hire  date  of  "10/1/07." 

I  The  Criminal  History  background  check  is 
!  documented  as  sent  on  "  9/30/07". 

! 

The  clearance  letter  from  the  Department  of 
Health  is  dated  10/29/07. 

The  personnel  record  does  not  include 
documented  evidence  of  supervision  during  this 
j  time. 

;  2)  Employee  #2  is  a  Home  Health  Aide  with  a 
!  documented  hire  date  of  "6/25/07." 

!  The  Criminal  History  background  check  form  is 
j  documented  as  sent  on  "6/21/07." 

!  The  clearance  letter  from  the  Department  of 
!  Health  is  dated  "8/9/07." 


!  The  personnel  record  does  not  include 
documented  evidence  of  supervision  during  this 
time  and  Employee  #2  was  working  a  24  hour 
case. 

3)  Employee  #3  is  a  Home  Heaith  Aide  with  a 
documented  hire  date  of  "7/13/07." 


PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


(See  H616  Paragraph  #  5  ) 
The  Quality  Management  Department  is  working 
closely  with  the  HR  and  Nursing  Departments  to 
pull  together  the  information  needed  to  make 
decisions  and  comply  with  the  Criminal  History 
check  regulations  and  policies  and  procedures.  In' 
addition,  performance  is  being  tracked  using 
predefined  indicators  and  thresholds. 

All  staff  that  provides  supervision  of  home  health 
aides  was  in-serviced  on  the  rules  for  supervisory 
visits  and  the  agencies  policy  for  supervision  by 
the  Director  of  Quality  Assurance.  Although  we 
were  deficient  with  the  supervisory  visits.  Future 
supervisory  visits  will  .be  in  compliance  from 
2/19/08.  Supervisory  visits  have  been  added  to  the 
agencies  QA  and  will  be  audited  for  compliance  to 
the  rules.  The  Administrator  will  take  appropriate 
action  if,  noncompliance  is 'still  found.  The  Director 
of  Quality  Assurance  and  Administrator  is 
responsible  for  this  plan  of  correction. 


(See  H61 6  Paragraph  #  6) 

1)  The  employee  first  day  of  work  is  10/1/07  and 
the  hire,  date  is  9/30/07.  Human  Resources 
department  is  in  the  process  of  auditing  all  files 
from  2006  until  2007. 


(See  H61 6  Paragraph  #7} 

Human  Resources  Department/Personnel  Records 
department  is  making  sure  all  files  have  the  correct 
hire  date,  and  no  longer  use  the  first  day  of  work 
as  the  hire  date  on  paperwork: 


(SeeH616  Paragraph#8) 
HR  Manager  was  hired  on  12/07  to  oversee  the 
Fingerprinting  Department,  She  has  identified  the 
problem  and  adheres  to  all  regulations. 
Furthermore,  she  hired  a  CHRC  Authorized 
Person  and  Supervisor  1/08  in  order  to  track, 
trend,  monitor  ,  follow-up  all  fingerprinting 
correspondence  from  the  DOH. 
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PROVIDER'S  PLAN  OF  CORRECTION  I  (X5) 

(EACH  CORRECTIVE  ACTION  SHOULD  BE  |  COMPLETE 

CROSS-REFERENCED  TO  THE  APPROPRIATE  I  DATE 
DEFICIENCY) 


(See  H616  Paragraph  #9  ) 
■  All  staff  that  provides  supervision  of  home  health 
aides  was  in-serviced  on  the  rules  for  supervisory 
visits  and  the  agencies  policy  for  supervision  by 
the  Director  of  Quality  Assurance.  Although  we 
were  deficient  with  the  supervisory  visits.  Future 
supervisory  visits  will  be  in  compliance  from 
2/19/08.  Supervisory  visits  have  beenadded  to  the 
agencies  QA  and  will  be  audited  for  compliance  to 
the  rules.  The  Administrator  will  take  appropriate 
action  if  noncompliance  is  still  found.  The  Director 
of  Quality  Assurance  and  Administrator  is 
responsible  for  this  plan  of  correction. 


(See  H616  Paragraph  #10) 

2)  The  employee  first  day  of  work  is  6/25/2007  and 
hire  date  is  6/21/2007. 


(See  H616  Paragraph  #  11) 

Human  Resources  Department/Personnel  Records 
department  is  making  sure  all  files  have  the  correct 
hire  date,  and  no  longer  use  the  first  day  of  work 
as  the  hire  date  on  paperwork. 

(See  H616  Paragraph  #12) 
A  new  procedure  to  indicate  that  the  fingerprints 
were  definitely  sent  and  received  by  the  DOH  is 
commenced  immediately.  When  prints  are 
forwarded  we  receive  a  confirmation  from  the 
DOH.  A  copy  of  this  confirmation, is  placed  into 
the  HHA  file  as  a  matter  of  record. 


(See  H616  Paragraph  #  13) 
HR  Compliance  Supervisor,  will  conduct  a  staff 
personnel  record  review  on  a  quarterly  basis  to 
ensure  each  personnel  record  contains  the 
documentation  of  clinical  supervision  as  required 
by  02/19/08.  The  prompt  for  the  quarterly  review  of 
the  staff  personnel  records  by  the  HR  director  will 
be  the  electronic  desk  planner  of  all  scheduled 
facility  meetings  and  activities  that  is  posted  on  the 
agency's  local  area  network  is  responsible  for  this 
plan  of  correction. 
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(See  H616  Paragraph  #  14) 
Human  Resources  Department/Personnel  Records 
department  is  making  sure  all  files  have  the  correct 
hire  date,  and  no  longer  use  the  first  day  of  work 
as  the  hire  date  on  paperwork. 
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The  Criminal  History  background  check  form  is 
documented  as  sent  on  "7/1 3/07"  and  the 
clearance  letter  from  the  Department  of  health  is 
dated  "8/29/07." 

The  personnel  record  does  not  include 
■  documented  evidence  of  supervision  during  this 

!  time. 

! 

I  4)  Employee  #4  is  a  Home  Health  Aide  with  a  . 
j  documented  hire  date  of  "1 0/1 8/06." 

i  .  - 

i  There  was  no  documented  evidence  of_when  the . 

!  background  check  was  sent. 

i 

i  The  clearance  letter  from  the  Department  of 
i  Health  is  dated  "8/1 3/07."  The  employee  has  a 
!  documented  start  date  as  "12/06" 


H616 


The  personnel  record  did  not  include 
documented  evidence  of  supervision  from  12/06 
until  2/8/07.  There  is  no  documented  supervision 
for  the  month  of  May  and  June,  2007  and  the 
'  week  of  7/  25/07  and  8/  1/  07. 

On  1 2/5/07  at  4:30  PM  the  Administrator  was 
interviewed  and  was  unable  to  provide  an 
explanation. 


H1020  j  .766.90  Governing  authority  ■ 

!  Section  766.9  Governing  authority. 

i 

The  governing  authority  or  operator,  as  defined 
in  Part  700  of  this  Title,  of  a  licensed  home  care 
services  agency  shall: 


H1020 


(j)  ensure  the  development  and  implementation 
I  of  a  patient  complaint  procedure  to  include: 


I 


PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


(See  H616  Paragraph  #  15) 

A  new  procedure  to  indicate  that  the  fingerprints 
were  definitely  sent  and  received  by  the  DOH  is 
commenced  immediately.  .  When  prints  are 
forwarded  we  receive  a  confirmation  from  the 
DOH.  A  copy  of  this  confirmation  is  being  placed 
into  the  HHA  file  as  a  matter  of  record. 


(See  H61 6  Paragraph*  16) 

HR  Compliance  Supervisor,  will  conduct  a  staff 
personnel  record  review  on  a  quarterly  basts  to 
ensure  each,  personnel  record  contains  the 
documentation  of  clinical  supervision  as  required 
by  02/19/08.  The  prompt  for  the  quarterly  review  of 
the  staff  personnel  records  by  the  HR  director  will 
be  the  electronic  desk  planner  of  all  scheduled 
facility  meetings  and  activities  that  is  posted  on  the 
agency's  loca!  area  network  is  responsible  for  this 
plan  of  correction. 


(See  H616  Paragraph  #  18) 

HR  Manager  was  hired  on  12/07  to  oversee  the 
Fingerprinting  Department. 
(See  H616  Paragraph  #18) 

Two  new  employees  have  been  hired  on  12/24/07 
to  oversee  the  fingerprinting  process.  After  CHRC 
coordinator  has  .  completed  fingerprints, 
Compliance  Supervisor  currently  reviews  all  files 
before  given  to  Personnel  Record  Department. 
■  The  Personnel  Record  Supervisor  is  responsible 
for  auditing  the  file  before  it  is  filed  away.  This 
ensures  all  flies  be  completed  with  evidence  that 
the  background  check  was  sent. 
(See  H616  Paragraph  #18) 

The  HR  Manager  will  monitor  the  effectiveness  of 
corrective  action  on  a  timely  basis  until  problem 
resolution  occurs.  Results  of  the  implemented 
corrective  action  have  been  documented  and 
communicated  to  the  Direct  of  HR  and  the 
Administrator. 
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(See  H61 6  Paragraph  #  19} 
HR  Manager  is  overseeing  the  Fingerprinting 
Department.  She  has  identified  the  problem  and 
adheres  to  compliance.  She  hired  another  CHRC 
Authorized  Person  and  Supervisor  1/08  in  order  to 
track,  trend,  monitor,  follow-up  and  monitor  all 
fingerprinting  correspondence  from  the  DOH. 


(See  H616  Paragraph  #  20) 
HR  Compliance  Supervisor,  will  conduct  a  staff 
personnel  record  review  on  a  quarterly  basis  to 
ensure  each  personnel  record  contains  the 
documentation  of  clinical  supervision  as  required 
by  02/1 9/08.  The  prompt  for  the  quarterly  review  of 
the  staff  personnel  records  by  the  HR  director  will 
be  the  electronic  desk  planner  of  all  scheduled 
facility  meetings  and  activities  that  is  posted  on  the 
agency's  local  area  network  is  responsible  for  this 
plan  of  correction. 


(Continuation  of  H616  Paragraph  #  20) 
All  staff  that  provides  supervision  of  home  health 
aides  was  in-serviced  on  the  rules  for  supervisory 
visits  and  the  agencies  policy  for  supervision  by 
the  Director  of  Quality  Assurance.  Although  we 
were  deficient  with  the  supervisory  visits.  Future 
supervisory  visits  will  be  in  compliance  from 
2/19/08.  Supervisory  visits  have  been  added  to  the 
agencies  OA  and  will  be  audited  for  compliance  to 
the  rules.  The  Administrator  will  take  appropriate 
action  if  noncompliance  is  still  found.  The  Director 
of  Quality  Assurance  and  Adrhinistrator  is 
responsible  for  this  plan  of  correction. 


(See  H61 6  Paragraph  #21)  ■ 

The  administrator  has  put  the  above  process  and 

procedures  into  affect  and  will  assure  continuous 

compliance. 
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(1)  documentation  of  receipt,  investigation  and 
resolution  of  any  complaint,  including  the 
,  maintenance  of  a  complaint  log  indicating  the 
!  dates  of  receipt  and  resolution  of  all  complaints 
j  received  by  the  agency; 

i 

|  (2)  review  of  each  complaint  with  a  written 
!  response  to  all  written  complaints  and  to  oral 
j  complaints,  if  requested  by  the  individuals 
!  making  the  oral  complaint: 

!  (i)  explaining  the  complaint  investigation  findings 
j  and  the  decisions  rendered  to  date  by  the  '. 
I  agency  within  15  days  of  receipt  of  such 
|  complaint;  and 

i  (ii)  advising  the  complainant  of  the  right  to  appeal 

|  the  outcome  of  the  agency's  complaint 

j  investigation  and  the  appeal  procedure  to  be 

l  followed; 

! 

S  (3)  an  appeals  process  with  review  by  a  member 
!  or  committee  of  the  governing  authority  within  30 
\  days  of  receipt  of  the  appeal;  and 

j 

j  (4)  notification  to  the  patient  or  his  or  her 
!  designee  that  if  the  patient  is  not  satisfied  by  the 
agency's  response,  the  patient  may  complain  to 
the  Department  of  Health's  Office  of  Health 
■Systems  Management. 
This  Rule  is  not  met  as  evidenced  by:. 
Based  on  record  review  and  interview,  the 
agency  failed  to  have  a  complete  log  which 
documents  the  resolution  of  complaints. 

Failure  to  have  a  complete  complaint  log  places 
the  patient  at  risk  for  poor  quality  of  care. 


The  findings  are: 

The  agency  "  Complaint  Log  "  has  no 
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DATE 


(See  H 1020  Paragraph  #3)  ..  - 

(1)  The  Quality  Management  Department  has 
established  a  process  for  prompt  resolution  of 
patient  complaints.  Grievance  Coordinator  was 
hired  on  11/20/07.  A  log  of  all  complaints  is 
currently  kept  by  date,  person/allegation,  follow-up 
and  outcome/  resolution  of  complaint.  (See 
attachments) 

(See  H1020  Paragraph  #3) 

(1)  This  log  is  utilized  for  statistical  evaluation, 
service  evaluation  for  trends,  and  is  available  for 
review  by  the  NY  State  Department  of  Health  and 
JCAHO. 

(See  H1020  Paragraph  #4) 

(2)  The  Quality  Assurance  Department  ensures 
that  the  staff  informs  patients  that  they  have 
several  avenues  for  expressing  concerns  and  that 
fling  a  grievance  is  not  the  only  mechanism  to 
ensure  that  they  receive  a  satisfactory  response. 

(See  H1 020  Paragraph  #4)  , 
(2)  Director  of  Quality  Assurance  implemented  a 
2008  grievance  procedure,  which  encourages  an 
open  communication  between  patients  and  facility 
staff.  Patients  are  offered  assistance  in  formulating 
and  submitting  grievances  and. timely  resolution  of 
problems  by  our  QM  staff.  Most  complaints  may  be 
more  effectively   addressed   and   resolved  by 
informal  means. 
(See  H1020  Paragraph  s) 
(2)  In  order  to  prevent  a  recurrence  of  this 
deficiency  .The  QM  staff  was  in  serviced  on  patient 
rights  and  the  fact  that  that  they  have  the  right  to 
'have  their  concerns  heard  by  upper  management 
as  well. 


(See  H1020  Paragraph  #5). 
(i)  The  Grievance  Coordinator,  then  Director  of 
Patient  Services  /  Quality  Assurance  reviews  each 
grievance  /  complaint  and  responds  to  the 
complaint  explaining  the  agency's  decisions  and 
actions  within  fifteen  (15)  days  of  receipt  of  the 
grievance  /  complaint  and  informs  the  complainant 
of  the  right  to  appeal  the  decision  to  the  governing 
authority  within  15  days  of  receiving  the  decision. 
Written  complaints  receive  written  responses. 
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(See  H1020  Paragraph  #6) 
(ii)  Director  of  Quality  Assurance  assumes  a 
proactive  role  in  the  prevention,  facilitation,  and 
resolution  of  complaints  and  grievances,  including 
implementing  educational  programs  that  assist 
Americare  Inc.  staff  in  handling  difficult  situations. 
Americare  inc.  is  authorized  to  act  as  an  expert 
investigator,  to  gather  information  from  the 
complainant/grievance  and/or  facility  by  phone, 
letter,  email,  and/or  to  make  on-site  reviews  and  to 
interview  other  staff  and  patients. 

(See  H1020  Paragraph  #7) 
3)  The  Grievance  Coordinator  currently  documents 
receipt  of  the  grievance  /  complaint,  investigation, 
resolution,  PQIC  Committee  findings  and  appeals 
in  the  patient's  clinical  record,  agency 
chronological  grievance  file  and  log.  The 
Administrator  developed  an  appeals  review 
committee  effective  2/08.  Members  include: 

*  Administrator 

•  Assistant  Director  of  Operations 

♦  HR  Manager 

*  Contracting  Supervisor 

•  Grievance  Coordinator 

•  Director  of  Quality  Assurance 

(See  H1020  Paragraph  #7) 

(3)  All  grievance  /  complaints  are  discussed  at  the 
next  Performance,  Quality  Improvement 
Committee  meeting  for  review  and 
recommendation. 

(See  H1020  Paragraph  #8) 

(4)  It  is  the  goal  of  the  Americare  Inc.  is  to  meet 
needs  and  expectations  of  our  patients.  In  the 
event  that  a  patient  is  not  satisfied  with  the 
response  they  receive,  they  may  contact  Quality 
Assurance  Director  or  Administrator.  If  they  are  not 
satisfied  with  the  results  of  the  complaint 
investigation  and  resolution  they  are  advised  to 
contact  the  Department  of  Heath. 
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(See  H1 020  Paragraph  #9) 

The  Grievance  Coordinator  currently  documents 
receipt  of  the  grievance  /  complaint,  investigation, 
resolution,  PQIC  Committee  findings  and  appeals 
in  the  patient's  clinical  record,  agency 
chronological  grievance  file  and  log. 


(See  H1020  Paragraph  #10) 
The  Quality  Management  Department  has 
established  a  process  for  prompt  resolution  of 
patient  complaints.  Grievance-  Coordinator  was 
hired  on  11/20/07.  A  log  of  all  complaints  is 
currently  kept  by  date,  person,  allegation,  follow-up 
and  outcome/  resolution  of  complaint.  This  log  is 
utilized  for  statistical  evaluation,  service  evaluation 
for  trends,  and  is  available  for  review  by  the  NY 
State  Department  of  Health  and  JCAHO. 
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!  documented  evidence  of  a  date  of  resolution  for 
|  the  complaints. 

i 

I  On  12/5/07  at4:13  PM,  the  Director  of  Patient 
!  Services  was  interviewed  and  stated  "It  will_be. 
added  today. " 

H1036  766.9(1)  Governing  authority 

Section  766.9  Governing  authority. 

The  governing  authority  or  operator,  as  defined 
in  Part  700  of  this  Title,  of  a  licensed  home  care 
services  agency  shall: 


ID 
PREFIX 
TAG 


;  (1)  appoint  a  quality  improvement  committee  to...; 
!  establish  and  oversee  standards  of  care.  The 
!  quality  improvement  committee  shall  consist  of  a 
!  consumer  and  appropriate  health  professional 
;  persons  including  a  physician  if  professional 
j  health  care  services  are  provided.The  committee 
j  shall  meet  at  least  four  times  a  year  to: 
i 

I  (1)  review  policies  pertaining  to  the  delivery  of 
I  the  health  care  services  provided  by  the  agency 
i  and  recommend  changes  in  such  policies  to  the 
'  governing  authority  for  adoption; 

(2)  conduct  a  clinical  record  review  of  the  safety, 
adequacy,  type  and  quality  of  services  provided 
which  includes: 


(i)  random  selection  of  records  of  patients 
,  currently  receiving  services  and  patients 

!  discharged  from  the  agency  within  the  past  three 
|  months;  and 

(ii)  all  cases  with  identified  patient  complaints  as 
specified  in  subdivision  Q)  of  this  section; 
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(See  H1020  Paragraph  #11) 

A  resolution  section  was  added  to  the  complaint 

log  on  12/05/07. 


(See  H1036  Paragraph  #2) 
(!)  Quality  Improvement  Meeting  was  held  on 
Wednesday,  January  30,  2008.  The  Director  of 
Quality,  assurance  served  as  the  chairperson  of  the 
Committee  on  that  day. 

(See  H10360  Paragraph  #2) 

(I)  The  committee  consisted  of  at  least  one  or  more 

of  the  following  professionals: 

a.  Physician  ■ 

b.  Registered  Professional  Nurse 

c.  Representative  of  rehabilitative  services 

(See  H10360  Paragraph  #2) 

(I)  The  committee  is  scheduled  to  meet  quarterly. 


(See  H1036  Paragraph  #3) 

(1)  Administrator  and  Quality  Assurance  Director 

ensures     consistent,     standardized  practices 

company-wide.  An  updated  quality. manual  serves 

this    purpose    and    is    updated    annually  for 

distribution. 

(See  H1036  Paragraph  #3) 
(1)  Findings,  questions  and  recommendations, 
were  analyzed  and  presented  by  the  Manager  of 
Clinical  Services,  to  the  entire  committee. 
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(See  H1036  Paragraph  #4) 

(2)  Fundamentally,  compliance  efforts  have  been 
designed  by  the  Administrator,  Quality  Assurance 
Director,  and  Clinical  Manager  to  establish  and 
promote  prevention,  detection,  and  resolution  of 
instances  of  conduct  that  do  not  conform  to  ■ 
Federal  and  State  law,  program  requirements. 
Americare  Inc.  ensures  continuous  improvement 
initiatives  by:  'r 

•  Conducting  Nursing  and  HR  chart  audits 
o     Identifying  the  area  or  activities  that  we 

would  like  to  make  better 

•  Planning  what  is  needed  to  be  done  to 
bring  about  improvement 

•  Making  the  improvements 

«  Deciding  what  needs  to  be  done  and 
checking  how  well  it  worked.  The  uses 
of  audits'  and  /or  other  evaluation 
techniques  have  been  used  to  monitor 
compliance  and  assist  in  the  reduction  of 
identified  problem  areas.  (Targeted  date 
of  completion  =  4/08).  : 


(See  H1036  Paragraph  #4) 
(2)  The  Director  of  Education  has  developed  and 
implement  regular,  effective  education  and  training 
programs  for  all  affected  departments  and/or 
employees.  The  Director  of  Education  trained  the 
nursing  staff  on  compliance,  documenting,  and 
charting  on  1/25/08,    ,  2/28/08. 


(See  H1036  Paragraph  #5) 

(I)  Random  selection  of  records  of  patients 
currently  receiving  services  and  patients 
discharged  from  the  agency  within  the  past  three 
months  was  conducted  by  the  Clinical  Manager 
and  was  review,  analyzed  and  presented  to  the 
Quality  Improvement  Committee  on  1/30/08. 
(See  H1036  Paragraph  #5) 

(I)  Clinical  Manager  will  conduct  a  client  record 
review  on  a  quarterly  basis  to  ensure  each  client 
treatment  plan  contains  a  review  date.  The  prompt 
for  the  quarterly  review  of  the  client  records  by  the 
Clinical  Manager  will  be  the  electronic  desk 
planner  of  all  scheduled  facility  meetings  and 
activities  that  is  posted  on  the  agency's  local  area 
network. . 
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(X5) 
COMPLETE 
DATE 


(See  H1036  Paragraph  #6) 
(ii)  All  records  of  patients  who  have  filed  a 
grievance/  complaint  during  the  previous  three 
months;  were  summarized  by  the  Grievance 
Coordinator  and  QM  liaison  in  including  statistical 
reports.  These  reports  reflected  grievance/incident 
explanations,  resolution  timeframes,  patient 
interaction,    as    well    as    patient  satisfaction. 
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i  (3)  prepare  and  submit  a  written  summary  of 
!  review  findings  to  the  governing  authority  for 
j  necessary  action;  and. 

I  (4)  assist  the  agency  in  maintaining  liaison  with. 
'  other  health  care  providers  in  the  community. 


This  Rule  is  not  met  as  evidenced  by: 
Based  on  record  review  and  interview,  .the 
agency  failed  to  ensure  that  the  Quality' 
Improvement  meetings  included  all  required 
topics  and  that  a  physician  and  a  consumer  were 
present  at  the  meetings. 

Failure  to  have  a  physician  and  a  consumer  at 

the  Quality  Improvement  Meetings  and  failure  to 

i  address  all  required  topics  places  the  patient  at, 

i  risk  for  substandard  care, 
i 

I 

I  The  findings  are: 

i 

|  The  agency  "  Performance  Improvement 
'  Committee  Meetings  are  documented  as 
i  conducted  on  "1/4/07,  12/4/07,  10/5/06,  and 
!  9/21/06." 

There  is  no  documented  evidence  of  physician 
and  consumer  presence  at  the  meeting. 

There  was  no  documented  evidence  that  ' 
complaints  ,  a  random  selection  of  patient 
records  or  discharged  records  were  was 
discussed. 
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On  12/5/07  at  2:35  PM, 
interviewed  and  stated: 


the  Administrator  was 
...those  things  have  not 


i  occurred  (discharged  cases)." 


i 


PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


(X5) 
COMPLETE 
DATE 


(See  H1 036  Paragraph  #7) 

(3)  The  responsibilities  and  reporting  of  Quality 

Improvement    Committee    Members   entails  the 

following: 

Meeting  at  least  four  times  a  year, 

•  Performing  Clinical  Record  Audits 

•  Making  recommendations  to  the  Governing 
Authority  regarding  Agency  staffing 

and  patient  related  care  needs,  as  well  as-"" 
community  service  needs 

(See  H1 036  Paragraph  #7) 

(3)  Making  recommendations  regarding  further  in- 
service  educational  needs  of  staff  and  as  it  relates  to 
improved  service  delivery  and  clinical  trends  in  care; 

•  Conducting  a  clinical  record  review  of  the  safety, 
adequacy,  type  and  quality  of  services  provided 

•  Submitting  a  written  summary  of  committee 
findings  and  recommendations  to  the  governing 
authority  for  review  and  action 

■(See  H1036  Paragraph  #8) 

(4)  The  Administrator  is  organizing' and  directing 
the  agency's  ongoing  functions  and  maintains 
ongoing  liaison  among  the  governing  body,  the 
group  of  professional  personnel,  staff  and  with 
other  health  care  providers  in  the  community 

(See  H1036  Paragraph  #  9) 

A  physician  and  a  consumer  were  present  during 
our  Quality  Improvement  Committee  on  1/30/08 
and  will  be  present  for  all  meetings  in  order  to 
address  all  required  topics.  (  See  attachments) 


(See  H1036  Paragraph  #10) 
A  physician  and  a  consumer  were  present  during 
our  Quality  Improvement  Committee  on  1/30/08 
and  will  be  present  for  all  meetings  in  order  to 
address  all  required  topics. 
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PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


<X5) 
COMPLETE 
DATE 


(See  H1036  Paragraph  #  1 1) 
Americare  Inc.  policies  do  not  require  a  Physician 
and  a  'consumer  to  be  present  during  Performance 
Improvement  Committee  meeting.  A  physician  is 
required  to   attend  our  Professional  Advisory 
Committee.    We    have    documented  minutes 
indicating  at  the  a  board  member,  Administrator, 
Vice  President,  Physician,  and  Directors  attending 
the  following  meeting  on  1 1-14-06,  3-7-07, 
7-25-07,  11-21-07.  (  See  attachments) 
(See  HI  036  Paragraph  #11) 
Americare     Inc.     currently     has     a  Quality 
Improvement  Committee  and  is  scheduled  to  meet 
quarterly. 

(See  H1036  Paragraph  #  12) 

A  consumer  and  a  physician  are  part  of  the 

committee  and  will  be  present  for  all  meetings. 

(See  H1 036  Paragraph*  13) 

On  1/30/08  Clinical  Manager  and  the  Grievance 

Coordinator  presented  complaints  and  discussed  a 

random  selection  of  active  and  discharged  patient 

records. 

(See  H1036  Paragraph  #  13) 
The  Administrator,  Director  of  Quality  Assurance 
and  Clinical  Manager  ensures  ongoing  data 
collection  for  high  priorities  from  all  of  the 
departments  this  measure  and  process  is  used  to 
monitor  performance,  the  stability  of  existing 
processes,  identify  opportunities  for  improvement, 
and  identify  changes  that  lead  to  improvement,  or 
sustain  improvement.' 


(See  H1036  Paragraph  #  14) 

The  administrator  of  this  agency  since  July  23, 

2007,  has  put  the  above  regulations  into  effect. 
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H1142  I  Continued  From  Page  11 
H 1 1 42 1  766.9(0)  Governing  Authority 

|  Section  766.9  Governing  authority 


(0)  Health  Provider  Network  Access  and  . 
Reporting  Requirements.  The  governing 
authority  or  operator  of  an  agency  shall  obtain 
from  the  Department '  s  Health  Provider  Network 
(HPN),  HPN  accounts  for  each  agency  that  it 
operates  and  ensure  that  sufficient, ' 
knowledgeable  staff  wiil  be  available  to  and  shall 
maintain  and  keep  current  such  accounts.  At  a 
minimum,  twenty-four  hour,  seven-daya-week 
contacts  for  emergency  communication  and- 
alerts,  must  be  designated  by  each  agency  in  the 
HPN  Communications  Directory.  A  policy 
defining  the  agency  '  s  HPN  coverage  consistent 
with  the  agency '  s  hours  of  operation  shall  be  * 
created  and  reviewed  by  the  agency  no  less  than 
annually.  Maintenance  of  each  agency  '  s  HPN 
accounts  shall  consist  of,  but  not  be  limited  to, 
the  following: 

(1)  sufficient  designation  of  the  agency  '  s  H  PN 
coordinator(s)  to  allow  for  HPN  individual  user 
application; 

(2)  designation  by  the  governing  authority  or 
operator  of  an  agency  of  sufficient  staff  users  of 
the  HPN  accounts  to  ensure  rapid  response  to 
requests  for  information  by  the  State  and/or  local 
Department  of  Health; 

(3)  adherence  to  the  requirements  of  the  HPN 
user  contract;  and 

(4)  current  and  complete  updates  of  the 
Communications  Directory  reflecting  changes 
that  include,  but  are  not  limited  to,  general  " 
information  and  personnel  roie  changes  as  soon 
as  they  occur,  and  at  a  minimum,  on  a  monthly 
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DEFICIENCY) 


(X5) 
COMPLETE 
DATE 


(See  H1142Paragraph  #1) 

(o)  On  12/05/07  the  day  of  the  survey,  ,  Director  of 
Quality  Assurance  was  asked  to  logon  to  the  HPN 
site  and  demonstrate  navigation.  She  was  able  to 
successfully  login  and  provide  compliance. 
Furthermore,  she  is  a  CHRC  authorized  person 
and  a  DOH  designee  with  Administrative  rights. 
The  Director  assures  and  maintains  compliance  by 
continually  updating  the  managing  tool  and 
directories  for  our  Americare  Inc.  HPN 
Coordinators  since  1/07. 

(See  H1142Paragraph#1) 

(o)  Administrator  was  issued  an  HPN  account  on 
1/3/08  Americare  Inc.  currently  has  a  policy 
defining  the  agency's  HPN  coverage  consistent 
with  the  agency's  hours  of  operation  and  is  created 
and  reviewed  by  the  Administrator  no  less  than 
annually. 


(See  H1142Paragraph  #2) 

(1)  Americare  Inc.  HPN  coordinators  continues  to 
adhere  to  all  the  requirements  of  the  HPN  user 
contract  current  and  complete  updates  of  the 
communications  Directory  reflecting  changes  that 
indude,  but  are  not  limited  to,  general  information 
and  personnel  role  changes  as  soon  as  they 
occur,  and  a  minimum,  on  a  monthly  basis. 


(See  H1142Paragraph#3) 

(2)  The  Director  of  Quality  Assurance,  Director  of 
Marketing  and  CHRC  Authorized  persons  at 
Americare  Inc.  has  HPN  accounts.  Administrator 
was  issued  an  HPN  account  on  1/3/08. 


(See  H1142Paragraph  #3) 
(2)  The  Administrator  ensures  rapid  response  to 
request  for  information  by  the  State  and/or  local 
Department  of  Health. 


12/05/07 


Monthly 


1/3/08 
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PROVIDER'S  PLAN  OF  CORRECTION  I  (X5) 

(EACH  CORRECTIVE  ACTION  SHOULD  BE  I  COMPLETE 

CROSS-REFERENCED  TO  THE  APPROPRIATE  I  DATE 
DEFICIENCY) 


(SeeH1142Paragraph#4) 

(3)  Americare  Inc.  HPN  coordinators  continues  to 
adhere  to  the  requirements  of  the  HPN  user 
contract  current  and  complete  updates  of  the 
communications  Directory  reflecting  changes  that 
include,  but  are  not  limited  to,  general  information 
and  personnel  role  changes  as  soon  as  they 
occur,  and  a  minimum,  on  a  monthly  basis. 


(See  H1t42Paragraph  #5) 

(4)  The  Director  of  Quality  Assurance  assures  and 

maintains  compliance  by  continually  updating  the 

managing  tool  and  directories  for  our  Americare 

Inc.  HPN  Coordinators  since  1/07. 

(4)  Administrator  was  issued  an  HPN  account  on 

1/3/08. 
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!  basis. 


This  Rule  is  not. met  as  evidenced  by: 
Based  on  record  review  and  interview,  the_  . 
agency  failed  to  have  a  written  policy  and 
procedure  for  the  Health  Provider  Network 
(HPN). 

Failure  to  have  written  policies  and  procedures 
for  HPN  places  patients  at  risk  in  emergency 
l  situations 

|  The  findings  is: 

I  ■  .' 

i  There  is  no  documented  evidence  of  pblicy  and 
•  procedure  for  Health  Provider  Network.' 

j  On  12/5/07  at  4:15  PM  the  Administrator  was 
I  interviewed  and  was  unable  to  provide  an 
!  explanation. 


H1432(  766.12(a)(3)  Records  and  reports 
■  766.12  Records  and  reports. 


(a)  The  governing  authority  or  operator  shall 
ensure  the  prompt  submission  of  all-records  and 
■reports  required  by  the  department  and  that: 
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(3)  at  a  minimum,  the  following  reports  and 
records  are  retained  by  the  home  care  services 

;  agency  and  available  to  the  department  upon 

|  request: 

!  (i)  minutes  of  the  meetings  of  the  governing 
I  authority  and  the  committees  thereof  which  shali 

be  retained  for  three  years  from  the  date  of  the 

meeting; 


H1432 


PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


(See  H11142  Paragraph  *  6) 
Americare  Inc.  currently  has  a  written  policy  and 
procedure  for  the  Health  Provider  Network  (HPN). 
(See  enclosed  attachment) 


(See  H1 1142  Paragraph  #7) 

Americare  Inc.  currently  has  a  written  policy  and 

procedure  for  the  Health  Provider  Network  (HPN). 


(See  H1 1142  Paragraph  #8) 

Americare  Inc.  currently  has  a  written  policy  and 

procedure  for  the  Health  Provider  Network  (HPN). 


(See  H11142  Paragraph  #  9) 
Administrator  was  issued  an 
1/3/08. 


HPN  account  on 


(X5) 
COMPLETE 
DATE 


(See  H1432  Paragraph  #1) 

(a)  The  Administrator  ensures  rapid  response  to 
request  for  information  by  the  State  and/or  local 
Department  of  Health;  shall  ensure  the  prompt 
submission  of  all  records  and  reports  required  by 
the  department. 


(See  H1432  Paragraph  #2) 

(3)  All  patient  records  are  being  maintained  as  per 
regulations. 


Immediately 
implemented 


Immediately 
implemented 


Immediately 
implemented 


1/3/08 
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COMPLETE 
DATE 


H1432 


Continued  From  Page  13 


H1432 


(See  H1432  Paragraph  #3) 
(I)  Quality  is  everyone's  responsibility  and  it  is 
important  that  both  the  medical  and  the 
administrative  leadership  assume  a  key  role  in 
ensuring  that  the  quality  program  is  effective  in 
achieving  its  objectives.  Leadership  is  assured 
through  a  variety  of  mechanisms,  including 
representation  on  the  quality  committees  and 
substantial  involvement  in  the  development  and 
implementation  of  the  quality  program, 
(See  H1432  Paragraph  #3) 

(I)  Minutes  of  PAC  meetings  of  the  governing 
authority  and  the  committee  thereof  will  be 
retained  for  three  years  from  the  date  of  the 
meeting. 
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(ii)  records  of  all  financial  transactions  directly 
related  to  delivery  of  patient  care  which  shall  be 

j  retained  three  years  from  the  date  of  the 
'  transaction; 

(iii)  personnel  records,  which  shall  be  retained 
three  years  from  the  date. of  employee 
termination  or  resignation; 

(iv)  records  of  grievances  and  complaints  which 
shall  be  retained  for  three  years  from  the  date  of 
resolution;  ... 
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(v)  ail  records  related  to  patient  care  and  - 
services;  and 

(vi)  any  other  records  required  to  be  kept  by  this 
Part  or  Part  765. 


|  This  Rule  is  not  met  as  evidenced  by: 
j  Based  on  record  review  and  interview,  the 
!  agency  failed  to  maintain  documentation  of 
i  patient  care  and  services.  This  was  evident  for  1 
of  6  patient  care  records  reviewed.  {Patient  #2).  . 

Failure  to  have  documentation  of  care  for  a 
patient  places  the  patient  at  risk  for  unsafe  and 
substandard  care  and  violates  the  patient '  s 
rights. 

The  findings  are: 

Patient  #2  has  diagnoses  which  include 
Transient  Ischemic  attack. 

There  was  no  documented  evidence  that  the 
patient  received  the  Bill  of  Rights;  was 
informed  of  financial  liability  and  received 
Advanced  Directives. 


H1432 


PROVIDER  S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


(See  H1432  Paragraph  #4) 

(ii)  All  patient  records  are  being  maintained  as  per 

regulations. 


(Ans.  of  question  H1432  #  5  See  H1432 
Paragraph  #1-4)  See  above 


(Ans.  of  question  H1432  #  6  See  H1432 
Paragraph  #1-4)  See  above 


(Ans.  of  question  H1432  #  7  See  H1432 
Paragraph  #1-4)  See  above 


(Ans.  of  question  H1432  #  8  See  H1432 
Paragraph  #1-4)  See  above 


(See  H1432  Paragraph  #  9)  N 
This  patient  is  a  private  patient  (Guardianship 
Project).  An  initial  nursing  visit  was  done.  With  this 
vendor,  they  inform  us  when  a  nursing  visit  should 
be  done  (based  on  the  patient  needs). 


(Continuation  of  H1432  Paragraph  #  9) 
When  our  case  manager,  after  reviewing  the  chart, 
notes  that  a  visit  has  not  been  done  for  a  long 
period  of  time  (more  than  6  months)  she  can  then 
call  the  vendor  and  ask  them  if  they  wouid  like  us 
to  reassess  the  patient.  Only  upon  their  request 
can  we  go  in  to  see  the  patient-  As  was  in  the 
case  of  patient  #2.  A  request  was  made  for  revisit 
in  January  2008  and  subsequently  every  6 
months. 
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H1432 


(See  H1432  Paragraph  #  10) 
To  enhance  currently  compliant  operations  and 
under  the.  direction  of  the  Clinical  Manager,  on 
(3/3/08  all  nursing  staff  will  receive  in-sen/ice 
training  regarding  care  plans,  appropriateness  and 
policies  and  procedures.  The  training  will 
emphasize  the  importance  of  documentation  of 
care  as  well  as  reporting  problems  to  the  Clinical 
Manager  or  Director  of  Patient  services 
immediately. 


(Ans.  of  question  H 1432  #  11  See  H1432 
Paragraph  #12)  See  above 


(See  H1 432  Paragraph  #  1 2) 
The  Quality  Management  and  Nursing 
Departments  understand  the  importance  of 
documenting.  The  nursing  staff  was  in-service  by 
the  Clinical  Manager  on  how  to  document 
discussions  with  patients  or  their  surrogates  about 
critical  issues,  DNR,  Do  Not  Hospitalize  orders, 
decision  about  artificial  nutrition  and  hydration  for 
unintentional  weight  loss,  palliative  versus  curative 
care  for  pressure  ulcers,  and  other  decisions  t.o 
forego  or  limit  evaluations  and  interventions  for 
conditions  arising  at  the  end  of  life.  Americare  Inc. 
currently  has  policies  and  practices  in  place  to 
address  these  issues.  This  measure  was  put  in 
place  to  ensure  that  deficient  practices  do  not 
recur  for  those  patients  found  to  have  been 
affected  by  the  deficient  practice. 

(See  H1432  Paragraph  #  12) 
On  patient  #2's  revisit,  dated  01/24/2008  a  Bill  of 
Rights  was  given  to  the  patient  and  a  signed  (by 
the  patient)  Patient  Orientation  Form  was  place 
into  the  chart. 
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H1432  Continued  From  Page  14 

There  was  no  documentation  of  a  Plan  of  Care, 
\  medical  orders,  aide  activity  sheets  or 
|  supervisory  reports. 

i 

j  There  was  documented  evidence  of  the  RN_ 
j  approval  of  admission,  a  Nursing  Assessment 
|  and  progress  notes. 

j  On  12/5/07  at  2:50  PM,  the  Director  of  Patient 

Services  was  interviewed  arid  stated  "  I'm  sure  ■ 
'  there  are  medical  orders  but  not  in  the  chart.  It  is 
j  possible  the  information  is  not  there. " 


H1432 


(SeeH1432  Paragraph  #  1 3) 
The  Home-  Health  Certification  and  Plan  of  Care 
was  not  produced  due  to  the  fact  that  the  case  was 
terminated  within  one  week  of  receiving  back  the 
paperwork  from  the  field  nurse. 

(See  H1432  Paragraph  #  14) 
Fundamentally,  compliance  efforts  have  been 
■  designed  by  the  Administrator,  Quality  Assurance 
Director,  and  Clinical  Manager  to  establish  and 
promote  prevention,  detection,  and  resolution  of 
instances  of  conduct  that  do  not  conform  to 
Federal  and  State  law,  program  requirements. 
Quality  1  Assurance  and  Nursing  Departments  is 
ensuring  continuous  improvement  initiatives  by: 

•  Conducting  Nursing  and  HR  chart  audits 

•  Identifying  the  area  or  activities  that  we 
would  like  to  make  better 

«     Planning  what  is  needed  to  be  done  to 
bring  about  improvement 

•  Making  the  improvements 

»     Deciding  what  needs  to  be  done  and 
checking  how  well  it  worked 

(See  H1432  Paragraph  #13) 
The  uses  of  audits  and  /or  other  evaluation- 
techniques  have  been  used  to  monitor  compliance 
and  assist  in  the  reduction  of  identified  problem 
areas.  (Targeted  date  of  completion  =  4/  15/08). 
(See  H1432  Paragraph  #  13) 
The  Director  of  Quality  Education  developed  and 
implement  regular,  effective  education  and  training 
programs  for  all  affected  departments  and/or 
employees.  The  Director  of  Education  trained  the 
nursing  staff  on  compliance,  documenting,  and 
charting  on  1/25/08,2/28/08. 


(See  H1432  Paragraph  #  15) 
Department  Clinical  Manager  /  Case  Managers  is 
effectively  conducting  weekly  ground  round 
meetings  including  chart  and  medication  reviews 
with  staff  for  updates  and  processes  for 
improvements.  When  applicable  the  Clinical 
Manager  determines  activities,  which  constitutes  a 
high-risk  process,  and  conducts  a  Performance 
improvement  activity,  including  data  collection, 
analysis,  aggregation  and  improvement 
measurements.  This  measure  was  put  in  place  to 
ensure  that  deficient  practices  do  not  recur. 
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j  Two  (2)  Home  Visits  were  made  to  Patients  #4 
|  and  #6. 

!  The  agency's  Home  Health  Aide  Training 
■  Program  (HHATP)  was  reviewed  and  eight  (8) 
|  HHATP  Training  Records  were  reviewed  and  are 
identified  as  Trainees  #1  to  #8. 

Eight  (8)  Personnel  Records  were  reviewed  and 
are  identified  as  Employees  #9  to  #16. 

A  total  of  sixteen  (16)  Personnel  Records  were 
reviewed  that  included  the  HHATP  Trainee 
records  #1  to  #8. 


H204  766.1(a)(1)  Patient  rights 

Section  766.1  Patient  rights. 

(a)  The  governing  authority. shall  establish  written 
policies  regarding  the  rights  of  the  patient  and 
shall  ensure  the  development  of  procedures 
implementing  such  policies,  These  rights, 
policies  and  procedures  shall  afford  each  patient 
the  right  to; 


(1)  be  informed  of  these  rights,  and  the  right  to 
exercise  such  rights,  in  writing  prior  to  the 
initiation  of  care,  as  evidenced  by  written 
documentation  in  the  clinical  record; 

(2)  be  given  a  statement  of  the  services  available 
by  the  agency  and  related  charges; 


H  000  \.  initial  Comments 


;  A  Full  Survey  was  performed  at  All  Metro  Health 

•  Care  on  03/12/08  and  03/13/08.  j 

j  -  j 

]  Nine  (9)  Patient  Records  were  reviewed  and  are  j 

!  identified  as  Patients  #1  to  #9.  j 


H  000  ' 
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LABORATORY  DIRECTOR'S  O6^PR0^IDER/SUPPLI£R  REPRESENTATIVE'S  SIGNATURE 
STATE-FORM  /  \^ 


TITLE 


(Xli)  DATE 


4- 6J- 


If  continuation  sheet  1  of  21 


All  Metro  Health  Care 
Plan  of  Correction 

1 2.  The  POC  lacked  any  reporting  to  the  Governing  Authority  regarding  the  QIC 
activities/review  results  and/or  recommendations  to  the  Governing  Authority  that  would 
affect  the  quality  of  patient  care  services. 


H1337  -  766.11  (I)  (ii)  Personnel: 

1.  The  POC  failed  to  include  any  ongoing  review  of  the  temporary  paraprofessional 
records  to  ensure  compliance  and  that  the  actual  supervision  was  performed  by  the 
agency  and  filed  into  the  personnel  record. 

2.  The  POC  failed  to  include  any  reporting  to  the  Governing  Authority. 


Please  be  advised  that  pages  #19  to  #21  were  not  included  with  the  original  Statement  of 
Deficiencies. 

We  apologize  for  the  error  and  •  any  inconvenience  that  has  been  caused  to  the  agency. 
.  Enclosed  are  pages  #1  to  #21  inclusive  for  the  agency's  review. 
Thank  you. 
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HZ04:  Continued  From  Page  t 


:  (3)  be  advised  before  care  is  initiated  of  the 
;  extent  to  which  payment  for  agency  services  may 
be  expected  from  any  third  party  payors  and  the 
extent  to  which  payment  may  be  required  from 
'  the  patient. 

:  (i)  The  agency  shall  advise  the  patient  of  any 
changes  in  information-provided  under  this 
paragraph  or  paragraph  (2)  of  this  subdivision  as 
soon  as  possible,  but  no  later  than  30  calendar 
days  from  the  date  the  agency  becomes  aware 
of  the  change. 

(ii)  All  information  required  by  this  paragraph 
I  shall  be  provided  to  the  patient  both  orally  and  in 
j  writing; 

!  (4)  be  informed  of  all  services  the  agency  is  to 
I  provide,  when  arid  how  services  will  be  provided, 
'  and  the  name  and  functions  of  any  person  and 
affiliated  agency  providing  care  and  services. 
This  Rule  is  not  met  as  evidenced  by: 
Based  on  review  of  the  admission  packet,  home 
visits,  patient  records  review,  and  staff  interview, 
the  agency  failed  to  provide  their  patients  with 
accurate  information  regarding  the  payor  sources 
from  which  the  agency  could  accept  payment 
and  the  related  charges  for  the  services  available 
by  the  agency.  This  was  evident  in  three  (3)  of 
nine  (9)  patient  records  reviewed  (Patients  #1, 
#3,  and  #9)  admitted  after  12/05  when  the 
Agreement  for  Service  was  revised  and  in  one 
(1 )  of  two  (2)  home  visits  (Patient  #6). 

The  failure  of  the  agency  to  advise  the  patients 
of  accepted  payor  sources,  and  related  charges 
lor  the  services  available  by  the  agency  places 
the  patient" s  at  risk  for  financial  liability  for 
services  provided  by  the  agency. 


H204 


H204  -  766.1(a)(1)  Patient  Rights 

AMHC's  Patient  Rights  and 
Responsibilities  (Exhibiti  A)  has  been 
amended,  deleting  the  word  "Medicare" 
in  section  10.  A  copy  of  the  amended 
Bill  of  Rights  shall  be  mailed/delivered  to 
all  patients  currently  on  services  by 
6/30/08  to  .  clear  up  any 
misunderstanding  regarding  sources  of 
reimbursement.  All  associates  will  be 
oriented  to  this  change  during  a  staff 
meeting. 

AMHC's  Agreement  for  Service  (Exhibit 
B)  has  been  revised  deleting  the  term 
Medicare.  Moving  forward,  only  the 
updated  form  shall  be  used. 
The  responsible  associate  is  the 
Director  of  Clinical  Services  (DCS)  and 
the  Sr.  VP  of  Patient  Services  who  is  a 
member  of  the  Governing  Authority. 
Completion  date  5-31-08 
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H  204  '  Continued  From  Page  2 
•  Findings  include: 


:  Review  of  the  Patient  Rights  and 

1  Responsibilities,  and  Agreement  for  Service  in 
the  admission  packet  and  patient  records  #1,  #3, 
#6,  and  #9,  the  column  #10  Dn  the  Patient  Bill  of 
Rights  reads  "As  a  patient  you  have  the  right  to: 
Be  fully  informed,  orally  and  in  writing,  at  the  time 
of  admission,  and  in  advance  of  the  care 
provided  ...  must  include  all  items  and  services 
for  which  you  may  be  responsible 
reimbursement,  eligibility  for  third  party 
reimbursement,  coverage  available  under 
Medicare,  Medicaid,  and  any  other  federal 
program  of  which  the  agency  is  aware." 

Review  of  the  Agreement  for  Service  revised 
12/05  documented  under  the  heading 
Authorization  of  Payment  that  "If  a  Medicaid 
cfient,  I  authorize  All  Metro  Health  Care  to  apply 
under  T/tle  XIX/XX,  or  to  Medicare  if  a  Medicare 
patient,  and  authorize  payment  directly  to  All 
Metro  Health  Care.  I  authorize  release  by  All 
Metro  Health  Care  of  all  records  necessary  to 
obtain  payment" 

During  home  visit  to  Patient's  #6  home  on 
03/13/08  at  9:00  AM,  review  of  Patient  Rights 
and  Responsibifities  and  Agreement  for  Service 
agreement  included  the  information ,  that 
Medicare  was  a  payor  source  in  the  admission 
packet. 

An  interview  was  conducted  on  March  12,  2008 
at  2:00  PM  with  the  Acting  Director  of  Clinical 
Services  (ADCS),  the  ADCS  acknowledged  the 
survey  findings  and  could  not  provide  an 
explanation  why  the  informal/on  about  Medicare 
was  on  the  Patient  Rights  and  Responsibilities 
and  Agreement  for  Service  was  included  on  the 
forms  since  the  licensed  home  care  agencies 
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H1002  7S6-9(a)  Governing  Authority 
766.1(a) 

Instructors  have  been  reoriented  to  the 
new  HHATP  revised  in  April  2006. 
Particular  attention  has  been  given  to 
the  need  for  all  candidates  to 
successfully  complete  all  testing  & 
competency  components  of  the 
program,  with  remediation  provided  for 
substandard  scores  in  any  given  area, 
as  outlined  in  the  "Guide  to  HHA 
Training  and  Competency  Evaluation" 
page  5.  This  indicates  that  he  program 
"may  provide  additional  training. ..and 
may  reevaluate  the  aide's  competency 
only  in  those  areas  requiring 
remediation."  Moving  forward,  such 
remediation  shall  be  provided  and  noted 
in  the  training  documentation. 
All  Clinical  Supervisors  have  been 
reoriented  to  the  SCV  (Supervised 
Clinical  Visit)  form  and  the  correct 
manner  of  completion  to  ultimately 
include  8  hours  of  field  supervision  as 
well  as  the  documentation  of  the 
required  care  observed. 
The  nursing  and  HR  associates  have 
been  reinstructed  that  under  no 
circumstances  Is  a  certificate  of  training 
to  be  issued  until  all  components  of  the 
training  have  been  successfully 
completed. 

It  has  also  been  restated  that 
henceforth,  the  graduate  is  to  receive 
the  ORIGINAL  certificate,  with  a  copy 
being  filed  in  the  personnel  record.  The 
graduate  shall  also  receive  a  copy  of  the 
Competency  Evaluation.  The  graduate 
will  sign  a  log  indicating  that  they 
receiyed^he  oriainal  certificate 
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cannot  bill  Medicare. 

766.9(a)  Governing  authority 

Section  766.9  Governing  authority. 

The  governing  authority  or  operator,  as  defined 
in  Part  700  of  this  Title,  of  a  licensed  home  care 
services  agency  shall: 

(a)  be  responsible  for  the  management  and 
operation  of  the  agency: 

(b)  ensure  compliance  of  the  home  care  services 
agency  with  ail  applicable  Federal,  State  and 
local  statutes,  rules  and  regulafons. 

This  Rule  is  not  met  as  evidenced  by: , 
Based  on  review  of  the  patient's  admission 
information  packet,  patient  records,  personnel 
records  and  policy  and  procedure  review,  and 
staff  interview,  the  Governing  Authority  failed  to 
be  responsible  for  the  operation  and  the 
management  of  the  agency. 

This  was  evident  in  the  following  deficiencies: 

H0204  -  766.1  (a)  (1)  Patient  Rights 

H1337  -  766.1 1  (f)  (ii)  Personnel 


Based  on  review  of  the  Home  Health  Aide 
Training  Program  (HHATP)  records,  personnel 
records,  policy  and  procedure  review  and  staff 
interview,  the  Governing  Authority  failed  to 
ensure  that  the  HHATP  is  in  compliance  with  the 
New  York  State  Department  of  Health 
(NYSDOH)  Guide  to  Home  Health  Aide  Training 
and  Competency  Evaluation  revised  in  April 


H204 


H1002 


STATE  FORM 


t  7  • 


oraiunuib'on  ifioot  4  of  21 


MfiY-22-2S3>3     IS-:  25 


ALL  flETRO  HEfiLTHl:nRF  CONST 


'5168813104 


_New  York  State  Department  of  Health 


PRINTED:  05/13/2008 
FORM  APPROVED 


statement  of  deficiencies 
and  Plan  of  correction 


(XI)  pnOVJDER/SUPPLlEfVCUA 
IDENTIFICATION  NUMBER: 


LC0989A 


NAME  OF  PROVIDER  OR  SUPPLIER 

ALL  METRO 


(X2)  MULTIPLE  CONSTRUCTION 
A.  BUILDING  . 
S.  WING  ' 


<X3)  DATE  SURVEY 
COMPLETED 


STREET  ADDRESS,  CfTY,  STATE,  ZIP  CODE 
50  BROADWAY 
LYNBROOK,  NY  11563 


03/13/2008 


PU)  ID 
PREFIX 
TAG 


H1002 


SUMMARY  STATEMENT  OF  DEFICIENCIES 
(EACH  DEFtCIENCY  MUST  be  preceded  by  full 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


Continued  From  Page  4 


2006. 


The  Govern  ing  Authority's  failure  to  be 
responsible  for  the  agency's  HHATP  places  the 
patients  at  risk  for  the  delivery  of  poor  patient 
care  by  the  home  health  aides  who  have  not 
satisfied  the  training  program  requirements  set 
forth  by  the  NYSDOH. 

Findings  include: 

On  03/13/08.  the  agency's  HHATP  was  reviewed 
onsite.  The  review  was  performed  on  the 
agency's  last  HHATP  class  that  was  conducted 
on  11/01/07  to  11/16/07. 

Eight  (B)  Trainee  records  and  Personnel  records 
were  reviewed  and  are  identified  as  Trainees  #1 

to  m. 

The  major  issues  that  were  identified  are  as 
follows: 

1.  The  trainee  records  and  the  personnel  records 
were  incomplete  regarding  remediation, 
observation  and  re-testing  for  failing  grades 
during  the  HHATP.  This  was  evident  in  eight  (8) 
of  eight  (8)  records  reviewed. 

2.  The  trainee  records  failed  to  document  that 
the  all  the  trainees  were  provided  the  required 
eight  (8)  hours  of  SPT  (Supervised  Practical 
Training)  in  the  patient  care  setting. 

The  trainee  records  lacked  documentation  to 
verify  that  the  Registered  Nurse  (RN)  had  { 
observed  the  required  skills/tasks  for  all  trainees 
in  the  HHATP.         .  . 

Certificates  of  Completion  were  issued  to  the 
Trainees  prior  to  completion  of  the  SPT  and/or 
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Supervision  of  the  HHATP  instructors 
will  be  completed  during  each  scheduled 
training  class  by  the  DCS.  Supervision 
of    the    Program    Director    will  be 
completed  by  the  VP  of  Patient  Services. 
The    responsible    associate    is  the 
Director-of  Clinical  Services  (DCS),  the 
HR  Coordinator  and  the  VP  of  Patient 
Services.  Next  training  class  has  been 
scheduled  from  5/21/08-6/6/08.  The  VP 
of  Patient  Services  is  a  member  of  the 
Governing  Authority.  As  a  member  of 
the  Governing  Authority,  the  VP  of 
Patient  Services  communicates  on  a 
weekly  basis  with  the  other  members  of 
thC  Governing  Authority.     All  record 
audit  reports  are  sent  to  all  members  of 
the  GA  and  the  VP  of  Pt  Services 
reviews  with  the  other  members  of  the 
GA  the  results  and  also  reviews  the 
quarterly  PAC  activities  with  the  GA.  All 
changes  in  policy  and  procedure  are 
reviewed  with  the  GA  prior  to  being 
published  and  the  GA  monitors  the 
submission     of     continuous  quality 
activities  on  a  quarterly  basis  to  ensure 
that  the  standards  of  care  continue  to  be 
met. 

Completion  Date  5/31/08 
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Skills/Tasks  Observation  by  the  RN. 

3.  The  trainee  and  the  personnel  records  lacked 
documentation  that  the  agency  provided  the 
trainees  the  original  Certificate  of  Completion 
and  a  copy  of  the  Competency  Evaluation  form 
upon  completion  of  the  HHATP.  This  was  evident 
in  eight  (8)  of  eight  (8)  trainee  and  paraonnel 
records  reviewed. 

For  example: 

I.  The  "Independent  ^services"  form 
documented  the  following. 

Trainee  #  3  had  the  following  test  scores  for: 
Module  II  (60),  Module  VII  (50),  Module  Vllt  (65) 
and  Midterm  exam  (70).  The  Trainee's  record 
lacked  documentation  that  the  agency  provided 
any  form  of  remediation  testing,  teaching  and  or 
observation  for  Modules  II,  VII  and  VIII. 

The  record  included  the  copy  of  the  Certificate  of 
Completion  dated  11/26/07. 

Trainee  #  1  had  the  following  test  scores  for: 
Module  if  (55),  Unit  C  (62),  Unit  F  (65)  and  Final 
exam  (68).  The  Trainee's  record  lacked 
documentation  that  the  agency  provided  any 
form  of  remediation  testing,  teaching  and  or 
observation  for  Module  II  and  Unit  F.     j  ' 

The  record  Included  the  copy  of  the  Certificate  of 
Completion  dated  12/14/07. 

Trainee  #  7  had  the  test  score  of  (60)  for  Module 

II ,  The  Trainee's  record  lacked  documentation 
that  the  agency  provided  any  form  of  remediation 
testing,  teaching  and  or  observation  for  Module 
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The  record  included  the  copy  of  the  Certificate  of 
Completion  dated  11/26/07. 


Trainees  #6  and  #4  had  the  test  score  of  (65)  for 
Module  VIII. 

Trainee  #4  and  #6  records  lacked  documentation 
that  the  agency  provided  any  form  of  remediation 
testing,  teaching  and  or  observation  for  Module 
VIII. 

The  record  included  the  copy  of  the  Certificate  of 
Completion  dated  11/26/07  for  Trainee  #6. 

Trainee  #4  record  lacked  documentation  of  the 
copy  of  the  Certificate  of  Completion.  The  record 
also  lacked  documentation  to  explain  why  the 
Certificate  of  Completion  copy  was  not  in  the 
HHATP  file  and  the  Personnel  record. 

Trainee  #  8  had  the  following  test  scores  for: 
Module  II  (65),  Modules  III  and  )V  (60),  Module 
VIII  (60),  and  Unit  C  (70).  The  Trainee's  record 
lacked  documentation  that  the  agency  provided 
any  form  of  remediation  testing,  teaching  and  or 
Observation  for  Modules  II,  III,  IV,  VIII  and  Unit  C, 

The  Trainee's  record  lacked  documentation  of 
the  required  Modules  #  I  to  #  XI!  and  Units  A  to  H 
tests/quizzes. 

The  record  included  the  copy  of  the  Certificate  of 
Completion  dated  11/08/07. 

Trainee  #  2  had  the  following  test  scores  for 
Module  II  (60).  Unit  C  (55)  and  Unit  F  (70).  The 
Trainee's  record  lacked  documentation  that  the 
agency  provided  any  form  of  remediation  testing, 
teaching  and  or  observation  for  Module  II  and 
Units  C  and  F. 
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The  record  included  the  copy  of  the  Certificate  of 
Completion  dated  1072B/07. 

Trainee  #5  had  the  following  test  scores  for; 
Module  V  (50)  and  Unit  F  (70).  The  Trainee's 
record  lacked  documentation  that  the  agency 
provided  any  form  of  remediation  testing, 
teaching  and  or  observation  for  Module  V  and 
Unit  F. 

The  record  included  the  copy  of  the  Certificate  of 
Completion  dated  1 1/26/07. 

Review  of  the  agency's  policy  and  procedures  for 
the  HHATP  did  not  include  the  agency's 
acceptable  passing  grades  for  the  all 
tests/quizzes. 

During  interview  on  03/13/08  at  11:10AM  with  the 
Acting  Director  of  Clinical  Services  (ADCS),  the 
Director  could  not  locate  or  provide  the  missing 
documentation  for  the  HHATP  records. 

The. Director  further  could  not  provide  an 
explanation  for  the  agency's  failure  to  ensure  that 
all  the  Trainees  fulfill  and  complete  the  HHATP 
requirements. 


2.  Review  of  the  "Clinical  PCA/Home  Health  Aide 
Training  -  Skills  Checklist"  form  listed  forty  three 
(43)  skills.  The  form  was  used  to  document  the 
listed  skills  that  were  observed  by  the  RN  and 
document  that  the  Trainee  was  competent  in  the 
observed  skills. 

The  "Supervised  Clinical  Visit  Home  Health  Aide 
Trainee"  form  listed  thirty  nine  (39)  tasks.  The 
form  did  not  include  the  required  tasks  of  "TPR" 
(temperature,  pulse  and  respiration),  meal 
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preparation,  measure  intake/output  and  the 
taking  of  the  patient's  Blood  Pressure. 

The  form  in  the  upper  right  hand  comer 
documented  numbers  from  #1  to  #16.  The  form 
failed  to  explain  the  meaning  of  the  listed 
numbers.  The  form  lacked  documentation  of  how 
many  hours  of  SPT  in  the  patient  cars  setting 
was  provided  by  the  agency. 

The  Trainee  records  #1  to  #8  lacked 
documentation  that  the  agency  provided  the 
required  eight  (8)  hours  of  SPT  in  the  patient 
care  setting. 

This  form  was  used  by  the  agency  for  the  SPT  in 
the  patient  care  setting. 


Trainee  #1  record  lacked  documentation  that  the 
required  SPT  in  the  patient  care  setting  was 
provided  by  the  agency.  The  record  also  lacked 
documentation  that  the  RN  had  observed  the 
required  skills  for  the  SPT. 

The  Trainee  and  the  personnel  records  lacked 
documentation  of  the  "Supervised  Clinical  Visit 
Home  Health  Aide  Trainee"  form  used  to 
document  that  the  SPT  was  performed  by  the 
RN. 

The  "Cfinical  PCA/Home  Health  Aide  Training  - 
Skills  Checklist"  form  dated  1 1/08/07 
documented  by  the  RN.  that  only  ten  (1 0)  of  the 
forty  three  (43)  skills  were  documented  that 
competent  demonstration  of  the  skills  was 
performed  by  the  Trainee.  The  remaining  skills 
were  documented  with  an  arrow  running  down 
the  page.  Onty  two  (2)  skills  were  inrtiafed  by  the 
nurse  and  the  remaining  were  documented  with 
an  arrow  running  down  the  page. 
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The  Certificate  of  Completion  was  dated 
12/14/07. 


Trainee  #2  record  documented  the  "Supervised 
Clinical  Visit  Home  Health  Aide  Trainee"  form  . 
dated  "1 1/26/07".  The  form  documented  that  the 
RN  had  observed  the  Trainee  for  eight  (8)  of  the 
thirty  nine  (39)  listed  tasks. 

The  "Clinical  PCA/Home  Health  Aide  Training  - 
Skills  Checklist"  form  dated  11/08/07 
documented  by  the  RN,  that  only  seven  (7)  of  the 
forty  three  (43)  skills  were  documented  that 
competent  demonstration  of  the  skills  was 
performed  by  the  Trainee.  The  remaining  skills 
were  documented  with  an  arrow  running  down 
the  page.  Only  two  (2)  skills  were  initialed  by  the 
nurse  and  the  remaining  were  documented  Witt) 
an  arrow  running  down  the  page. 

The  Certificate  of  Completion  was  dated 
11/26/07. 


Trainee  #3  record  documented  the  "Supervised 
Clinical  Visit  Home  Health  Aide  Trainee"  form 
dated  "1 1/26/07".  The  form  documented  that  the 
RN  had  observed  the  Trainee  for  seven  (7)  of 
the  thirty  nine  (39)  tasks  only. 

The  "Clinical  PCA/Home  Health  Aide  Training  - 
Skills  Checklist"  form  dated  1 1/08/07 
documented  by  the  RN,  that  only  seven  (7)  of  the 
forty  three  (43)  skills  were  documented  that 
competent  demonstration  of  the  skills  was 
performed  by  the  Trainee.  The  remaining  skills 
were  documented  with  an  arrow  running  down 
the  page.  Only  two  (2)  skills  were  initialed  by  the 
nurse  and  the  remaining  were  documented  with 
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an  arrow  running  down  the  page. 

The  Certificate  of  Completion  was  dated 
10/26/07. 


Trainee  #4  record  documented  the  "Supervised 
Clinical  Visit  Home  Health  Aide  Trainee"  form 
dated  "12/14/07".  The  form  documented  that  the 
RN  had  observed  the  Trainee  for  ten  (10)  of  the\ 
thirty  nine  (39)  tasks  onfy. 

The  "ClinicaF  PCA/Home  Health  Aide  Training  - 
Skills  Checklist"  form  dated  1 1/08/07 
documented  by  the  RIM.  that  only  seven  (7)  of  the 
forty  three  (43)  skills  were  documented  that 
competent  demonstration  of  the  skills  was 
performed  by  the  Trainee.  The  remaining  skills 
were  documented  with  an  arrow  running  down 
the  page.  Only  two  (2)  skills  were  initialed  by  the 
nurse  and  the  remaining  were  documented  with 
an  arrow  running  down  the  page. 

The  HHATP  record  lacked  documentation  of  the 
copy  for  the  Certificate  of  Completion. 


Trainee  #5  record  documented  the  "Supervised 
Clinical  Visit  Home  Health  Aide  Trainee"  form 
dated  "1 1/26/07".  The  form  documented  that  the 
RN  had  observed  the  Trainee  for  eight  (8)  of  the 
thirty  nine  (39)  tasks  only. 

The  "Clinical  PCA/Home  Health  Aide  Training  - 
Skills  Checklist"  form  dated  11/08/07 
documented  by  the  RN,  that  only  seven  (7)  of  the 
forty  three  (43)  skills  were  documented  that 
competent  demonstration  of  the  skills  was 
performed  by  the  Trainee.  The  remaining  skills 
were  documented  with  an  arrow  running  down 
the  page.  Only  two  (2)  skills  were  initialed  by  the 
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nurse  and  the  remaining  were  documented  with 
an  arrow  running  down  the  page. 

Trie  Certificate  of  Completion  was  dated 
10/26/07. 


Trainee  #6  record  documented  the  "Supervised 
Clinical  Visit  Home  Health  Aide  Trainee"  form 
dated  "1 1/26/07".  The  form  documented  that  the 
RN  had  observed  the  Trainee  for  nine  (9)  of  the 
thirty  nine  (39)  tagks  only. 

The  "Clinical  PCA/Home  Health  Aide  Training  - 
Skills  Checklist"  form  dated  11/08/07 
documented  by  the  RN,  that  only  eight  (8)  of  the 
forty  three  (43)  skills  were  documented  that 
competent  demonstration  of  the  skills  was 
performed  by  the  Trainee.  The  remaining  skills 
were  documented  with  an  arrow  running  down 
the  page.  Only  two  (2)  skills  were  initialed  by  the 
nurse  and  the  remaining  were  documented  with 
an  arrow  running  down  the  page. 

The  Certificate  of  Completion  was  dated 
10/26/07. 


Trainee  #7  record  documented  the  "Supervised 
CJinica!  Visit  Home  Health  Aide  Trainee"  form 
dated  "1 1/26/07".  The  form  documented  that  the 
RN  had  observed  the. Trainee  for  nine  (9)of  the 
thirty  nine  (39)  tasks. 

The  "Clinical  PCA/Home  Health  Aide  Training  - 
Skills  Checklist"  form  dated  1 1/OB/07 
documented  by  the  RN,  that  only  seven  (7)  of  the 
forty  three  (43)  skills  were  documented  that 
competent  demonstration  of  the  skills  was 
performed  by  the  Trainee.  The  remaining  skills 
were  documented  with  an  arrow  running  down 
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the  page.  Only  two  (2)  skills  were  initialed  by  the 
nurse  and  the  remaining  were  documented  with 
an  arrow  running  down  the  page. 

The  Certificate  of  Completion  was  dated 
10/26/07, 


Trainee  #8  record  documented  the  "Supervised 
Clinical  Visit  Home  Health  Aide  Trainee"  form 
dated  "12/14/07".  The  form  documented  that  the 
RN  had  observed  the  Trainee  for  eight  (8)  of  the 
thirty  nine  (39)  tasks- 
Trie  HHATP  record  lacked  documentation  of  the 
"Clinical  PCA/Home  Hearth  Aide  Training  -  Skills 
Checklist"  form.  The  record  also  lacked 
documentation  to  verify  that  the  required  skills 
were  observed  by  the  RN. 

The  Certificate  of  Completion  was  dated 
11/08/07. 

During  interview  on  03/13/08  at  11:10AM  with  the 
ADCS,  the  agency's  staff  was  provided  the 
opportunity  to  provide/locate  any  additional 
documentation.  The  Director  stated  that  the 
HHATP  instructor  must  have  the  other  tests  and 
training  forms  in  her  file. 


3.  Trainee  and  Personnel  records  #1  to  #8 
lacked  documentation  that  the  agency  had 
provided  the  original  Certificate  of  Completion 
and  a  copy  of  the  Competency  Evaluation  forms 
to  each  Trainee  upon  completion  of  the  HHATP. 

Trainee  record  #4  and  the  Personnel  record 
lacked  documentation  of  the  copy  of  the 
Certificate  of  Completion. 
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The  Trainee  and  Personnel  records  #1 ,  #2,'#3, 
#5,  #6,  #7  and  #8  included  a  copy  of  the 
Certificate  of  Completion.  The  records  lacked 
documentation  that.the  Certificates  were  issued 
to  the  Trainees  that  completed  the  HHATP. 

During  interview  on  03/13/08  at  11:10AM  with  the 
ADCS,  the  Director  could  not  verify  thai  the 
agency  had  provided  the  original  Certificate  of 
Completion  and  a  copy  of  the  Competency 
Evaluation  forms  to  all  the  Trainees  that 
completed  the  HHATP 
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766.9(1)  Governing  authority 

Section  766.9  Governing  authority.  /" 

The  governing  authority1  or  opejalor,  as  defined 
in  Part  700  of  this  Title,  of  sensed  home  care 
services  agency  shall: 


(I)  appoint  a  quality  improvement  committee  to 
establish  and  oversee  standards  of  care.  The 
quality  improvement  committee  shall  consist  of  a 
consumer  and/appropriate  health  professional 
persons  induing  a  physician  if  professional 
health  carp  services  are  provided.The  committee 
shall  meet  at  least  four  times  a  year  to; 

(1)  review  policies  pertaining  to  the  delivery  of 
the/health  cane  services  provided  by  the  agency 

(d  recommend. changes  in  such  policies  to  the 
foveming  authority  for  adoption; 

(2)  conduct  a  clinical  record  review  of  the  safety, 
adequacy,  type  and  quality  of  services  provided 
which  includes:- 

(i)  random  selection  of  records  of  patients 


H1002 


PROVIDERS  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


H103Q 


(X6) 
COMPLETE 
DATE 


STATE  FORM  . 


72XJ11 


HconllnualtonsJiaet  14or21 


MPY-,22-2008    16  -  27  • 


£<_'.  METRO  HEALTHCARE  CONT 


5L68813104. 


'P.  16 


New  York  State  Department  of  Health 


PRINTED:  05/13/200? 
.  FORM  APPROVED 


STATEMENT  OF  DEFICIENCIES 
AND  PLAN  OF  CORRECTION 


CXI)  PROVlDEJVSUPPUEFVeLIA 
■  IDENTIFICATION  IVKJIUlBEft 


LC0989A 


NAME  OF  PROVIDER  OR  SUPPLIER 

ALL  METRO 


(X4> ID 
PREFIX 
TAG 


H1036 


(X2)  MULTIPLE  CONSTRUCTION 

AfMLDIMG  '.  

B,  W/NG 


STREET  ADDRESS,  CITY.  STATE.  ZIP  CODE 

SO  BROADWAY 
LYNBROOK,  NY  11563 


P»)  DATE  SURVEY 
COMPLETED 


03/13/2008 


SUMMARY  STATEMENT  OF  DEFICIENCIES 
(EACH  DEFICIENCY  MUST  BE  PRECEDED  BY  FULL 
REGULATORY  OH  LSC  IDENTIFYING  INFORMATION) 


Continued  From  Page  15 

agency's  Eervices  and  pe 
the  last  three  (3)  mor 


IRMATJ3 


ts  discharged  within 


H1337 


The  QIC  meefer^minutes  further  lacked  review 
of  the  patien>fBCordfi  regarding  the  safety, 
adequacy/type  and  quality  of  home  care 
servicea^rovfded  by  tho  agency. 

ng  interview  on  03/12/08  at  1PM  with  the 
ing  Director  of  Clinical  Services,  the  Director 
acknowledged  the  survey  findings. 

766.1 1(f)(ii)  Personnel 

Section  766. 11  Personnel 

The  governing  authority  or  operator  shall  ensure 
for  all  health  care  personnel: 


(f)(fi)  a  criminal  history  record  check  to  the  extent 
required  by  section  400.23  of  this  TitJe 


This  Rule  is  not  met  as  evidenced  by: 
Ba$ed  on  personnel  record  review.  Home  Health 
Aide  Training  Program  review,  policy  and 
procedure  review  and  staff  interview,  the  agen 
failed  to  ensure  that  the  temporary  Jjt 
paraprofessfonal  staff  were  supervised  as 
required  while  awaiting  the  Criminal  History 
Record  Check  (CHRC)  results  in  one  (1)  of  one 
(1)  temporary  pargprofessional  staff  (Employee 
#10),  requiring  CHRC  and  in  eight  (8)  of  eight  (8J 
Trainee  records  reviewed  (Trainees  #1  to  #8). 

The  agency's  failure  to  provide  the  required 
supervision  of  the  temporary  paraprofessional 
staff,  that  required  the  direct  onsite  observation 
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H1337  -  766.11  (f)(ii)  -  Personnel 
The   entire   branch   staff  ,  has  been 
reoriented  to  the  process  for  supervision 
of   provisional    employees,    and  the 
individual  responsible  for  scheduling  the 
nursing  visits  has  been  replaced.  She 
has  also  developed  a  tracking  log  for 
both   the   visits   and   the'  telephonic 
supervisions,  which  she  completes. 
The  associates   responsible  are  the 
DCS,   Branch   Manager  and  Clinical 
Coordinator,  who  shall  review  the  logs 
(See  attached)  weekly  for  compliance 
with  the  CHRC  requirements.  The  DCS 
'ill  review  all  of  all  provisional  employee 
Jles"  to    ensure    that    the  actual 
supervision  was  performed  and  filed  in 
the   personnel   record.   This   will  be 
documented  on  the  log  which  will  be 
sent  to  the  VP  of  Patient  Services  for 
sview.  The  logs  will  also  be  reviewed 
during  quarterly  quality  audits.  The  VP 
of  Patient  Services  will  review  the  logs 
and  report  to  the  GA  on  a  quarterly 
basis  the  adherence  to  this  process. 
This  reporting  will  be  done  via  verbal, 
communication     and     written  audit 
reports. 

Completion  date  -  5/31/08  and  ongoing 
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by  the  nurse  for  the  first  week  and  alternate 
weekly  supervision  by  direct  observation  and 
telephonic  supervision,  places  the  patents  at  risk 
for  poor  quality  care, 

Findings  include: 

Review  of  the  policy  and  procedure  titled  "NYS 
CHRC  Policy"  documented  "Direct  on-site 
observation  is  required  for  the  first  week  the 
provisional  employee  or  temp  staff  is  used.  After 
the  first  week,  AMHC  (All  Metro  Health  Care), 
may  alternate  weekly,  direct  on-site  observation 
with  off-site,  telephonic  evaluation  until  CHRC 
determination  is  received.  Off-site  evaluation  is 
conducted  via  a  phone  call  to  the  care  recipienL 
The  on-site  supervision  must  be  completed  by  a 
nurse  (RN  or  LPN)  and  the  off-site  by  either  a 
licensed  health  care  professional  or  coordinator. 
The  results  of  the  observations  must  be 
documented  in  trie  temporary  employee's 
personnel  file  and  signed  by  the  person  providing 
the  supervision." 

Employee  #1 0  was  hired  on  1 1/12/07  and  placed 
on  her  first  case  on  11/1 7/07.  The  initial 
supervision  was  conducted  via  telephone  call  on 
1 2/01/07  two  (2)  weeks  later  instead  of  the 
required  initial  supervision  being  conducted 
onsite  by  the  Registered  Nurse  (RN)  while 
awaiting  the  CHRC  results. 

During  an  interview  with  the  Area  Director  of 
Clinical  Services  (ADCS)  on  03/13/08  at  12:30 
PM,  the  ADCS  acknowledged  that  the  agency 
was  having  a  problem  with  conducting 
provisional  supervision  as  required. 


Trainee  #1  was  hired  by  the  agency  on  12/12/07. 
The  personnel  record  documented  that  the 
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agency  provided  onsite  supervision  by  the  RN  on 
01/02  and  01/29/08. 

The  offsite  telephone  supervision  was  performed 
on  01/18/08.  v 

The  personnel  record  lacked  documentation  of 
any  subsequent  supervision  by  the  agency  of  the 
temporary  paraprofessional  staff  from  01/03  to 
01/17/08  and  01/30/08  to  03/1 3/0B. 

The  personnel  record  lacked  documentation  to 
explain  why  the  agency  did  not  provide/perform 
the  required  supervision.  . 


Trainee  #2  was  hired  by  the  agency  on  10/29/07. 
The  personnel  record  documented  that  the 
agency  performed  offsite  telephone  supervision 
on  11/28  and  12/04/07,  01/08,1/20  and  02/07/08. 

The  personnel  record  lacked  documentation  that 
the  RN  had  performed  any  onsite  supervision  of 
the  temporary  paraprofessional  staff  from 
11/28/07  to  .02/07/08. 

The  personnel  record  lacked  documentation  of 
any  subsequent  supervision  by  the  agency  of  the 
temporary  paraprofessional  staff  from  10/29/07 
to  1 1/27/07  and  02/08/08  to  03/1 3/08. 

The  personnel  record  lacked  documentation  to 
explain  why  the  agency  did  not  provide/perform 
the  required  supervision. 


Trainee  #3  record  lacked  documentation  when 
the  agency  hired  the  temporary  home  health 
aide. 

The  record  documented  that  CHRC  application 
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form  was  signed  and  dated  by  the  aide  on 
1 1/26/07  for  submission  for  trie  CHRC  review, 

The  personnel  record  lacked  documentation  that 
the  agency  provided/performed  the  required 
onsite  and  offsite  supervision  of  the  temporary 
paraprofessional  staff  from  1 1/26/07  to 
03/1 3/OH. 

The  personnel  record  lacked  documentation  to 
explain  why  the  agency  did  not  provide/perform 
the  required  supervision. 


Trainee  #4  was  hired  by  the  agency  on  12/03/07. 
The  record  documented  that  CHRC  application 
form  was  signed  and  dated  by  the  aide  on 
1 1/30/07  for  submission  for  the  CHRC  review. 

The  personnel  record  lacked  documentation  that 
the  agency  provided/performed  the  required 
onsite  and  offsite  supervision  of  the  temporary 
paraprofessional  staff  from  12/03/07  to 
03/13/08. 

The  personnel  record  lacked  documentation  to 
explain  why  the  agency  did  not  provide/perform 
the  required  supervision. 


Trainee  #5  was  hired  by  the  agency  on  1 1/26/07, 
The  personnel  record  documented  that  the 
agency  provided  onsite  supervision  by  the  RN  on 
12/03/07,  01/04,  01/18  and  02/05/08. 

The  offsite  telephone  supervision  was  performed 
on  12/24/07.  01/25  and  02/1 3/08. 

The  personnel  record  lacked  documentation  of 
any  subsequent  supervision  by  the  agency  of  the 
temporary  paraprofessional  staff  from  12/04/07 
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to  12/23/07,  01/05  to  01/17/08  and  02/1 4/08  to 
03/13/08. 

The  personnel  record  lacked  documentation  to 
explain  why  the  agency  did  not  provide/perform 
the  required  supervision. 


Trainee  #6  was  hired  by  the  agency  on  1 1/26/07. 
The  personnel  record  documented  that  the 
agency  provided  onsite  supervision  by  the  RN  on 
11/30/07,  01/17,  01/24  and  02/16/08. 

The  offsite  telephone  supervision  was  performed 
on  12/21/07,  01/14,  01/15,  01/25  and  02/08/08. 

The  personnel  record  lacked  documentation  of 
any  subsequent  supervision  by  the  agency  of  the 
temporary  paraprofessional  staff  from  12/01  to 
12/20/07,  01/26  to  02/07/08  and     02/17/08  to 
03/13/08. 

The  personnel  record  tacked  documentation  to 
explain  why  the  agency  did  not  provide/perform 
the  required  supervision. 


Trainee  #7  was  hired  by  the  agency  on  11/26/07. 
The  offeite  telephone  supervision  was  performed 
on  12/18/07  and  01/03/08. 

The  personnel  record  lacked  documentation  that 
the  RN  had  performed  any  onsrte  supervision  of 
the  temporary  paraprofessional  staff  from 
11/26/07  to  01/03/08. 

The  personnel  record  lacked  documentation  of 
any  subsequent  supervision  by  the  agency  of  the 
temporary  paraprofessional  staff  from  12/19/07 
to  01/02/08  and  01/04/08  to  03/13/08. 
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The  personnel  record  lacked  documentation  to  - 
explain  why  the  agency  did  not  provida'perfbrm 
the  required  supervision. 


Trainee  #8  was  hired  by  the  agency  on  1 1/15/07. 
The  personnel  record  documented  that  the 
agency  provided  onsite  supervision  by  the  RN  on 
01/10  and  03/05/08. 

The  offsite  telephone  supervision  was  performed 
on  02/10/08. 

The  personnel  record  lacked  documentation  of 
any  subsequent  supervision  by  the  agency  of  the 
temporary  paraprofessionai  staff  from  11/15/07 
to  01/09/06,  02/1 1/08  to  03/04/08  and  03/06/08  , 
to  03/13/08.  ' 

During  interview  on  03/13/08  at  10:15AM  with  the 
ADCS,  the  survey  findings  for  Trainees  #1  to  #8 
were  reviewed  with  the  agency's  staff.  The 
agency's  staff  was  provided  the  opportunity  to 
provide/locate  any  additional  documentation.  The 
agency's  staff  did  not  provide  any  additional 
documentation  during  the  survey. 

The  Director  stated  that  the  CHRC  report  results 
have  not  yet  been  received  by  the  agency. 

The  Director  could  not  provide  an  explanation  for 
the  agency's  failure  to  provide  the  required 
supervision  of  the  temporary  paraprofessionai 
staff  while  awaiting  the  CHRC  report  results  and 
in  accordance  with  the  agency's  policy  and 
procedure. 
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Initial  Comments 


A  Full  Survey  was  conducted  at  Selfhelp 
Community  Services,  Inc  on  May  21  and  May  22, 
2008. 

Seven  (7)  Patient  Record  were  reviewed  and 
identified  as  patients  #1  -#7. 

Eight  (8)  Personnel  Records  were  reviewed  and 
identified  as  employees  #1  -  #  8. 

Two  (2)  Home  Visits  were  conducted  and 
identified  as  patients  #3  and  #5. 

Five  (5)  Trainee  Records  were  reviewed  from  the 
agency's  Home  Health  Aide  Training  Program 
and  identified  as  Trainees  #1  -  #5. 


766.3(b)  Plan  of  care 
766.3  Plan  of  care' 

The  governing  authority  or  operator  shall  ensure 
that: 


(b)  a  plan  of  care  is  established  for  each  patient 
based  on  a  professional  assessment  of  the 
patient's  needs  and  includes  pertinent  diagnosis, 
prognosis,  mental  status,  frequency. of  each 
service  to  be  provided,  medications,  treatments, 
diet  regimens,  functional  limitations  and 
rehabilitation  potential. 
This  Rule  is  not  met  as  evidenced  by: 

Based  on  patient  record  review. and  staff 
interview,  the  agency  failed  to  develop  a  Plan  of 
Care  which  was  complete  and  included 
medications,  frequency  of  services,  and  the  ■.. 
patient's  rehabilitation  potential  in  seven  (7)  of 
seven  (7)  records  reviewed.  (Patients  #1,  #2,  #3, 
#4,  #5,  #6,  and  #7). 


H000 
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Plan  of  Care: 

I.  Clients  #  1-7:  An  interim  order  will  btj  6/30/08 
sent  to  each  primary  M.D.  and  the  reneval 
of  the  Plan  of  Care  will  incorporate  specific 
client  medications  , specific  servioes.frecuency 
of  services  and  rehabilitative  potential. 

II.  During  the  start  of  care  ,asscssments  <  f 
new  clients  re-assessment  of  current  cliejnts 
the  nurse  will  address  the'rehabiltitive 
potential  and  identify  goals  that  are  realistic 
and  correlate  with  the  plan  of  treatment 
The  identified  medications,frcquency  of 
services  .specific  services  and  rehabilita  ive 
potential  will  be  reflected  on  all  'Plan  <rf 
Care"to  be  reviewed  and  signed  by  clier.t 
physician. 
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The  agency's  failure  to  ensure  that  the  patient's 
Plan  of  Care  is  complete  places  ail  patients  at 
risk  for  poor  quality  care. 

Findings  are: 

Review  of  the  Plans  of  Care  for  patients  #1 ,  #2, 
#3,  #5,  #6  and  #7  lacked  documentation  that  the 
agency  developed  a  Plan  of  Care  for  each 
patient  which  included  the  patient's  rehabilitation 
potential. 

Patient  #7  was  admitted  to  the  agency  on 
01/18/08  with  diagnoses  of  Hypertension,  Early 
Dementia,  and  Depression. 

Review  of  the  Plan  of  Care  dated  01/11- 
06/11/08  lacked  the  amount  and  frequency  for 
the  following  medications:  Nitroglycerine,  Aricept 
and  Amoxicillin.  The  Plan  of  Care  also  included 
medication  Coumadin  5mg  and  Coumadin*  1  mg, 
yet  the  plan  of  care  lacked  which  days  the  patient 
was  to  receive  5  mg  and  which  days  1mg  tablet. 
Further  review  of  the  record  documented  that  the 
patient  was  also  on  Actonel  35  mg  1  pill  once  a 
week  before  breakfast,  which  was  not  included 
on  the  Plan  of  Care. 

Review  of  the  record  documented  that  the  nurse 
was  visiting  the  patient  once  a  week  to  pre-pour 
the  medications.  Review  of  Skilled  Nurse  (SN) 
visit  note  dated  03/07/08  documented  that  the 
Coumadin  dosage  was  on  Mondays  and  ' 
Thursdays  5mg  and  Sunday,  Tuesdays, 
Wednesday,  Friday  and  Saturday  the  patient  was 
to  receive  6mg  of  Coumadin.  The  record  lacked 
documentation  that  the  nurse  obtained  an  interim 
order  for  the  change  in  Coumadin  dosage.  ' 

On  05/22/08  at  1 1 :30  AM,  the  Clinical  Director 
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III .  The  Clinical  Manager  will  conduct 
In  -Services  for  all  nursing  staff  by  Jund  30u 
on  appropriately  assessing/documenting 
client's  potential  for  rehabilitation, 
medications  and  frequency  of  services  arid 
identifying  realistic  goals  that  correlate  with 
'Plan  of  Care'. 

IV  .  A  focused  audit  will  be  conducted 
every  60  days  to  determine  the  level  of 
compliance  of  1 00%  of  client  files  by  thfe 
Clinical  Manager. The  utilizationof  a  rehibiltation 
potential  will  be  included  on  the  rrtedica  record 
tool  and  will  reviewed  at  the  quarterly 
Professional  Advisory  Committee  meetihg. 


Patient  if  7: 


I)  An  Interim  order,  which  will  cany 
over  to  the  Plan  of  Care  renewal  time 
frame, was  sent  to  the  primary  MD 
incorporating  dosage  and  frequency  for 
Nitroglycerine,  Aricept  and  Actonel  on 
6/4/08.  An  Interim  order  effective  3/7 
to  4/1 7/08  sent  to  Primary  MD  to  reflect 
change  in  Coumadin  dosage. 

II)  During  SOC  assessment  of  new  . 
clients  and  re-assessment  of  current 
clients  the  Clinical  Manager  will 
identify  and  reflect  all  clients' 
medications  on  the  Plan  of  Treatment  to  / 
be  reviewed  and  signed  by  the  client's 
physician.  To  be  completed  by  6/30/08 
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HI)  The  Clinical  Manager  wilf  review,  all 
RN  visit  reports  on  a  weekly  basis  to 
ensure  documentation  standards  are 
maintained.  Commenced  6/2/08. 
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was  informed  of  the  survey  findings.  Later,  the  , 
Clinical  Director  presented  an  interim  order  dated 
04/17/08  which  included  change  in  Coumadin 
dosage  to  5  mg  by  mouth  every  Mondays, 
Wednesdays  and  Fridays  and  6  mg  on 
Tuesdays,  Thursdays,  Saturdays  and  Sundays, 
this  interim  order  was  already  reviewed  by  the 
surveyor  during  clinical  record  review.  The 
Clinical  Director  could  not  provide  an  explanation 
for  which  days  the  nurse  was  pre-pouring  5mg 
and  img  of  Coumadin. 

Patient  #4  was  admitted  to  the  agency  on 
01/23/08  including  diagnosis  of  Hypertension. 
The  Plan  of  Care  dated  02/1 1  -  07/1 1/08  ordered 
home  health  aide  service.  The  Plan  of  Care 
.  documented  "Private  HHA  (home  health 
aide)PRN  (as  needed)".  The  orders  lacked 
frequency  and  what  tasks  the  aide  was  to  be  ~ 
assisting  the  patient  with. 

Review  of  the  aide  duty  sheets  documented  that 
the  patient  received  aide  services  on  the 
following  days:  03/06,  03/20  and  04/29/08  to 
accompany  patient  to  the  physician's  office. 

On  05/21/08  at  1 :30  PM,  the  DPS  and  Assistant 
Vice  President  were  informed  of  the  survey 
findings  and  were  given  an  opportunity  to  provide 
an  explanation.  On  05/22/08,  the  DPS 
acknowledged  the  survey  findings. 

766.5(b)(3)  Clinical  supervision 

766.5  Clinical  supervision.  The  governing 
authority  shall  ensure  for  all  health  care  services 
that: 


H404 


(b)  all  staff  delivering  care  in  patient  homes  are 
adequately  supervised.  The  department  shall 


H  618 


1V)A  focused  audit  of  100%  of  client 
records  v/jll  be  conducted  by  the  Clinica 
Manager  within  30  days  with  follow-up 
every  60  days  by  the  Clinical  Manager 
and  DPS  to  determine  level  of 
compliance. 


EP 


Plan  of  Care  Patient(#4  l 
..An  interim  order  has*b"een  sent  to  M.D, 
iddressing  Home  Health  Aide  services 
to  accompany  client  to  M.D;visits  only 
Maximum  frequency  nine  hours  with 
the  duration  of  every  two  weeks  for  client 
private  hours. 

Notation  :  This  client  primarily  is  an  El 
and  the  Care  Plan  ,Plan  of  Care  A.D.L. 
tasks  are  reflected  on  this  contracted  client. 

II.  During  the  start  of  care  an  asscssmen 
of  new  clients  the  nurse  will  address  the 
Home  Health  Aide  tasks,frcqucncy  and 
and  duration  of  services  provided. 

III.  The  Clinical  Manager  will  conduct 
In-Services  for  all  nursing  staff  by  June 
30th  on  appropriately  assessing  /documentation 
the  Home  Health  Aide  tasks  ,frequency  ind 
duration  of  services  rendered  by  the  Plap 
of  Care. 

IV.  Focused  audit  will  be  conductedby  (flincal 
Manager  every  60  days  to  determine 
the  Plan  of  Care 


6/30/08 
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consider  the  following  factors  as  evidence  of 
adequate  supervision: 


(3)  clinical. records  are  kept  complete  and 
changes  in  patient  condition,  adverse  reactions, 
and  problems  with  informal  supports  or  home 
environment  are  charted  promptly  and  reported 
to  supervisory  staff. 

This  Rule  is  not  met  as  evidenced  by:  . 
Based  on  patient  record  review,  home  visits  (HV) 
and  staff  interview,  the  agency  failed  to  ensure 
adequate  supervision  of  nursing  staff  and  the 
agency  failed  to  ensure  that  the' patient  records 
were  kept  complete  in  three  (3)  out  of  three  (3) 
patient  records  reviewed.  (Patients'  #5,  #6  and  # 
7). 

The  agency's  failure  to  ensure  that  the  nursing- 
staff  is  adequately  supervised  in  the 
administration  and  documentation  of  medications 
place's  all  the  patients  at  risk  for  poor  patient 
outcome. 

Findings  include: 

Patient  #5  was  admitted  to  the  agency  on 
12/05/07  with  diagnoses  of  Bladder  Polyps, 
Cancer  of  Bladder  and  Hypertension. 

The  Plan' of  Care  dated  12/05/07-  06/05/08 
ordered  a  Foley  catheter.  The  Aide's  Plan  of 
Care  dated  12/05/07  listed  tasks  for  the  aide  to 
assist  patient  with  Foley  care  and  to  empty  the 
Foley  bag. 

A  home  visit  was  conducted  on  05/21/08  at  2:50 
PM  accompanied  by  the  agency's  Director  of 
Patient  Services  (DPS). 

During  the  home  visit,  the  patient  and  spouse 
were  interviewed  and  reported  that  the  patient 
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(EACH  CORRECTIVE  ACTION  SHOULD  8E 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


H6 1 8  Clinical  Records  (Supervision 
of.  Nursing  staff) 

I.  Nursing  staff  have  been  evaluated  an|  6/5/08 
assessed  in  the  field. 

II.  Annually  in  June  nursing  staff  will  h^ve 
their  annual  clinical  field  evaluations. 

III.  In  order  to  ensure  that  clinical  evaluations 
are  accomplished  in  June  the  utilization 
of  the  same  time  sequence  as  the  organisation's 
employee  appraisal  performance  time  fr  ume. 

IV.  The  new  guideline  for  clinical  field 
evaluations  will  be  in  place  for  the  calerjdar 
month  of  June. 
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had  a  Foley  catheter  from  the  start  of  care 
12/05/07  until  the  patient  had  surgery  in  February 
2008.  During  the  months  of  December  2007 
through  May  2008;  the  agency's  nurse  and  home 
heaith  aide  provided. home  care  services.  The 
record  lacked  documentation  that  the  patient  had 
a  Foley  catheter  during  the  months  of  December 
2007,  January  2008  and  February  2008. 

Review  of  the  nursing  visit  notes  dated  01/12/08 
and  02/08/08,  the  nurse  failed  to  document  if 
the  patient  had  a  Foley  catheter  and  the  nurse 
failed  to  document  the  supervision  of  the  aide  in 
performing  tasks  related  to  the  Foley  catheter. 

Further  review  of  the  patient  record,  the  nurse 
failed  to  revise  the  Plan  of  Care  after  February 
2008  to  refect  changes  with  the  patient's  Foley, 
status.  The  record  lacked  documentation  that  ■ 
the  patient's  physician  was  notified  of  these 
changes. 

Review  of  the  aides  service  reports  for  dates  of 
service  of  12/05/07  -  02/29/08,  the  aide  failed  to 
document  specific  tasks  performed  to  assist  the  j 
patient  with  Foley  catheter  care. 

On  05/21/08' at  1:30  PM,  the  DPS  and  Assistant 
Vice  President  were  informed  of  the  survey 
findings  and  were  given  an  opportunity  to  provide 
an  explanation.  On  05/22/08,  the  Administrative 
staff  acknowledged  the  survey  findings. 


Patient  #6  was  admitted  to  the  agency  on 
12/10/07  with  diagnoses  of  Macular 
Degeneration  and  Hypertension. 

The  Plan  of  Care  (POC)  dated  12/10/07  ordered 
the  Registered  Nurse  (RN)  Q  weekly  (every 
week)  to  pre  pour  medications  and  do 
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0  Care  Plan  for  Patier^S^as  revised 
on  6/4/08  to  reflect  d/c  of  Foley 
catheter.  Plan  of  Treatment  was 
updated  and  sent  to  Primary'  MD  on 
6/10/08.  RN  counseled  on  6/4/08  re: 
documentation  standards.  The  Home 
Health  Aide  was  counseled  by  the  DPS 
on  5/3 1/08  re:  following  the  patient's 
plan  of  care  and  reflecting  tasks 
performed  consistently  on  the  duty 
sheet. 

H)  The  Clinical  Manager  will  be 
responsible  for  conducting  a  focused 
audit  of  100%  of  active  clinical  records 
for  similar  deficiencies  to  ensure  all 
records  meet  regulatory  standards. 

IH)By  6/30/08  all  RNs  will  receive  in- 
service  conducted  by  the  Clinical 
Manager  regarding  standards  for 
maintaining  patient  records  according 
to  guidelines  including  plan  of  care, 
progress  notes  and  notification  of 
physician  for  significant  changes  to  the 
POC. 


IV)  Audit  findings  will  be  reported 
quarterly  at  the  PAC  meetings. 
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medication  teaching.  The  POC  listed  seven  (7) 
medications  for  pre  pour  which  includes:  ASA 
(Aspirin),  Prilosec,  HCTZ  (Hydrochlorothiazide), 
Verapamil,  Zocor,  Zoloft,  and  Oscal. 

Review  of  the  nursing  visit  reports  lacked 
documentation  of  the  name,  dosage,  route  and 
frequency  of  medications  pre  poured. 

For  example,  nursing  visits  of  12/17/08, 
12/27/08,  01/07/08,  01/14/08,  01/24/08, 
01/31/08,  02/07/08,  02/14/08,  02/20/08, 
02/28/08,  03/06/08,  03/12/08,  03/20/08, 
03/26/08,and  04/04/08  the  nurse  consistently 
documented  "pre  pour  meds",  The  visit  notes 
lacked  documentation  of  the  name,  dosage, 
route  and  frequency  of  the  medications  pre 
poured  on  these  dates. 

On  01/14/08,  the  nurse  documented'-'ordered 
refill  on  Zoloft,  Omeprazole,  HCTZ 
(Hydrochlorothiazide),  Zocor.  Need  MD  to  fax  ' 
new  script  for  Verapamil  with  correct  dosage". 
The  record  lacked  documentation  of  the  names 
of  medications  pre-poured  on  this  date  and  the 
follow-up  revisit  date  for  the  nurse  to  pre  pour  the 
remaining  medications. 


Further  review  of  the  nursing  visit  reports,  on  the 
visit  dates  of  04/09/08,  04/18/08,  04/25/08, 
05/02/08,  05/07/08,  and  05/15/08  the  nurse 
documented  that  six  (6)  medications  were  pre 
poured.  The  nurse  failed  to  document  the  pre 
pour  of  the  Oscal. 

The  visit  report  of  04/18/08,  the  nurse 
documented  that  the  patient  was  started  on 
Aricept  5  mg  po  QHS  (orafiy  every  night).  The 
nurse  failed  to  document  the  pre  pour  of  the 
Oscal  on  04/09/08.  The  nurse  failed  to 
document  the  pre  pour  of  Oscal  and  Aricept  on 
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V 


1)  MD  orders  for  period  12/10/07  to 
6/10/08  state  "RN  Q  Weekly  prepour 
medications"  with  medications  listed 
under  medication  heading.  On  5/22/08  an 
Interim  order  was  sent  to  the  Primary  MD^ 
reflecting  the  addition  of  Aricept  to  pt's 
medications  as  of  4/1 8/08.  This  order  was 
returned  signed  by  the  MD  and  dated 
5/27/08. 

II)  100%  focused  audit  comparing 
medications  listed  on  MD  orders  and 
those  documented  in  the  RN  report  is   mj^  7 
being  conducted  on  all  active  cases  by  th 
Clinical  Manager;  to  be  completed  by 
6/30/08. 


ID)  All  RNs  will  receive  in-service  or 
documentation  standards  relating  to 
prepour  of  medications  by  6/30/08. 


IV)  Ongoing  audit  of  MD  orders  by  the 
Clinical  Manager  and  DPS  will  continue 
every  60  days  after  6/30/08.  Audit 
findings  including  compliance  with  MD 
orders  standards  with  be  reported 
quarterly  at  the  PAC  meetings. 
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04/25/08-05/15/08. 

On  05/21/08  at  1:30  PM,  the  DPS  and  Assistant 
Vice  President  were  informed  of  the  survey  . 
findings  and  were  given  an  opportunity  to  provide 
an  explanation.  On  05/22/08,  the  Administrative 
staff  acknowledged  the  survey  findings. 


Patient  #7  was  admitted  to  the  agency  on 
01/18/08  with  diagnoses  of  Hypertension,  Early 
Dementia  and  Depression. 

the  Plan  of  Care  dated  01/18  -  06/18/08  ordered 
the  RN  to  pre  pour  medications  weekly  and 
perform  medication  and  therapeutic  diet 
teaching.  The  Plan  of  Care  listed  seventeen  (17) 
medications  that  the  patient  was  receiving  such 
as:  Toprol,  Cozaar,  Hydrochlorothiazide,  Lasix, 
Potassium  Chloride,  Lexapro,  Citracal  +  Vitamin 
D,  Aspirin,  Protonix,  Lipitor,  Coumadin,  Slow 
Magnesium,  Aricept,.  Valium,  Amoxicillin,  etc, 

Review  of  the  Skilled  Nurse  (SN)  visit  notes 
dated  01/19,  01/25,  02/01,  02/08,  02/15,  02/22, 
02/29,  03/07,  03/14,  03/21,  03/27,  04/03,  04/10, 
04/17,  04/24,  05/02  an  05/07/08  consistently 
documented  that  the  nurse  pre  poured  the 
medications  but  lacked  documentation  of  the 
medications  name,  dosage,  and  the  frequency. 

On  05/21/08  at  1:30  PM,  the  Director  of  Patient 
Services  (DPS)  and  Assistant  Vice  President 
were  informed  of  the  survey  findings  and  were 
given  an  opportunity  to  provide  an  explanation. 
On  05/22/08,  the  Administrative  staff 
acknowledged  the  survey  findings. 


H618 


Patient  J^fe 

B)  The  .Clinical  Manager  will  review 
all  RN  visit  reports  on  a  weekly  basis  to 
ensure  documentation  standards  are 
maintained  with  regard  to  medication 
name,  dosage,  frequency  and  route  of 
administration.  This  procedure  has 
commenced  6/2/08. 

ETJ)  AJJ  nurses  will  be  educated  on 
standards  for  maintaining  patient  records 
according  to  guidelines  by  6/30/08. 

IV)  On-going  focused  audits  by  the 
Clinical  Manager  and  DPS  of  RN  visit 
reports  will  begin  by  6/30/08  with 
follow-up  every  60  days,  i 

C  e. 
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1-11002  766.9(a)  Governing  authority 

Section  766.9  Governing  authority. 

The  governing  authority  or  operator,  as  defined 
in  Part  700  of  this  Title,  of  a  licensed  home  care 
services  agency  shall: 


(a)  be  responsible  for  the  management  and 
operation  of  the  agency; 

(b)  ensure  compliance  of  the  home  care  services 
agency  with  all  applicable  Federal,  State  and 
local  statutes,  rules  and  regulations. 

This  Rule  is  not  met  as  evidenced  by: 
Based  on  review  of  the  Home  Health  Aide 
Training  Program  (HHATP)  trainee  files  and 
staff  interview,  the  Governing  Authority  failed  to 
ensure  that  the  HHATP  maintain  sufficient 
documentation  to  demonstrate  that  the 
requirements  of  the  standard  are  met  in  five  (5) 
out  of  five  (5)  trainee  files  reviewed. 

The  Governing  Authorities  failure  to  ensure  that 
the  HHATP  maintain  sufficient  documentation  to 
demonstrate  the  standards  are  met  places  the 
HHATP  at  risk  for  inadequate  training  of  home 
health  aides. 

Findings  include: 

Review  of  trainee  files  #1  thru  #4  documented 
that  the  trainees  completed  the  HHATP  on 
03/03/08.  '  . 

Review  of  trainee  file  #5  documented  that  the 
trainee  completed  the  HHATP  on  10/08/07. 

The  trainee  files  for  trainees  #1,  #2,  #3,  #4  and 
#5  lacked  documentation  of  the  number  of 
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Home  Health  Aide  Training  Program  7/1/08 

I.  Attendance  sheet  will  document  the 
number  of  hours  of  classroom,  testing 
and  S.P.T  hours  to  comply  with  ccrtificajtion 
criteria. 

See  attachment  A. 
("I raining  Program  Attendance  sheet) 

II.  A  new  attendance  sheet  has  been 
instituted  to  identify  program  hours. 
See,  attachment  A 

III.  Revisions  to  attendance  scheduled  Hours 
will  be  monitored  on  a  monthly  basis 

IV.  To  ensure  best  practice:  the  revisions 
to. the  attendance  "sign  -in"  sheet  will 
be  identified  at  Selfhelp's  quarterly 
Home '.Health  Aide  Training  program 
Professional  Advisory  Committee. 
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trainee  hours  received:  The  files  contained  only 
documentation  of  the  sixteen  (16)  Supervised' 
Practical  Training  (SPT)  hours  received. 

Further  review  of  the  ."HHATP  Training  Program 
Attendance"  sign-in  sheet  lacked  documentation 
of  the  time  trainees  arrived  to  class  and  time  . 
trainees  left  class.  The  record  lacked 
documentation  of  the  number  of  hours  in 
classroom  training  received. 

An  interview  was  conducted  with  the  Assistant 
Vice  President  of  Home  Care,  Director  of  Patient 
Services,  and  the  Clinical  Manager  on  05/22/08 
at  01:30PM,  they  acknowledged  the  survey 
findings. 

766.9(g)  Governing  authority 

Section  766.9  Governing  authority. 

The  governing  authority  or  operator,  as  defined 
in  Part  700  of.this  Title,  of  a  licensed  home  care 
services  agency  shall: 


(g)  employ  or  contract  for  a  sufficient  number  of 
staff  to  coordinate,  direct  and  deliver  services  to 
patients  accepted  for  care  in  accordance  with 
prevailing  standards  of  professional  practice. 
This  Rule  is  not  met  as  evidenced  by: 

Based  on  request  for  personnel/contracts  for ' 
services  available  by  the  agency  and  staff 
interview,  the  agency  failed  to  employ  or  contract 
for  sufficient  staff  to  ensure  the  delivery  of 
services  identified  on  the  agency's  license. 

The  agency's  failure  to  employ  or  contract  staff 
to  provide  the  services  on  the  license  places  the 
patients  at  risk  for  not.having  their  Medical  Social 
Work  (MSW)  needs  met. 
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I.  MSW  will  be  put  into  place  and  the  employee 
Will  be  compliant  by  7/21/08 


lie  7/21/08 


II.  An  existing  Selftielp  Community  Sen/ices,  Inc 
Social  worker  is  in  place  with  a  verified  active  lie*  nse 
And  registration,  remaining  components  of  emplc  yee  file 
To  be  completed  by  7/2 1  /08 

III.  The  calendar  month  of  June  will  be  a  guidelinfe  to  keep 
The  employees  file  in  compliance. 

IV.  A  monitoring  system  in  collaboration  with  our  human 
resources  .Will  flag  employees  file  for  complianci  i 
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Findings  are: 

Review  of  the  agency  license  included  MSW  as 
a  service  that  the  agency  is  able  to  provide. 

Ah  interview  with  the  Director  of  Patient  Services; 
(DPS)  on  5/22/08  at  1:40  PM,  the  DPS  stated 
that  the  agency  does  not  have  an  employee  or 
contract  to  provide  MSW  services  to  the  patients. 

766. 9(o)  Governing  Authority 

Section  766.9  Governing  authority 

(o)  Health  Provider  Network  Access  and 
Reporting  Requirements.  The  governing 
authority  or  operator  of  an  agency  shall  obtain 
from  the  Department' s  Health  Provider  Network 
(HPN),  HPN  accounts  for  each  agency  that  it 
operates  and  ensure  that  sufficient, 
knowledgeable  staff  will  be  available  to  and  shall 
maintain  and  keep  current  such  accounts.  At  a 
minimum,  twenty-four  hour,  seven-day  a  week 
contacts  for  emergency  communication  and 
alerts,  must  be  designated  by  each  agency  in  the 
HPN  Gommunications  Directory.  A  policy 
defining  the  agency '  s  HPN  coverage  consistent 
with  the.agency '  s  hours  of  operation  shall  be 
created  and  reviewed  by  the  agency  no  less  than 
annually.  Maintenance  of  each  agency  '  s  HPN 
accounts  shall  consist  of,  but  not  be  limited  to,  - 
the  following: 

(1)  sufficient  designation  of  the  agency  '  s  HPN 
coordinator(s)  to  allow  for  HPN  individual  user 
application; 

(2)  designation  by  the  governing  authority  or 
operator  of  an  agency  of  sufficient  staff  users  of 
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See  page  11  for  Plan  of  Correction 
Related  to  H1142  ^-  ^  ^ 
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the  HPN  accounts  to  ensure  rapid  response  to 
requests  for  information  by  the  State  and/or  local 
Department  of  Health; 

(3)  adherence  to  the  requirements  of  the  HPN 
user  contract;  and 

(4)  current  and  complete  updates  of  the 
Communications  Directory  reflecting  changes 
that  include,  but  are  not  limited  to,  general 
information  and  personnel  role  changes  as  soon 
as  they  occur,  and  at  a  minimum,  on  a  monthly 
basis. 


This  Rule  is  not  met  as  evidenced  by; ' 

Based  on  request  for  the  agency's  policy  and 
procedure,  and  staff  interview,  the  Governing 
Authority  (GA)  failed  to  establish  written  policies" 
and  procedures  defining  the  agency's  Health 
Providers  Network  (HPN)  coverage. 

The  GA's  failure  to  establish  andmaintain  an 
HPN  policy  and  procedure  places  the  agency  at 
risk  for  poor  patient  care  practice. 

Findings  include:  ' 

On  05/21/08  the  surveyor  requested  a  copy  of 
the  HPN  policy  and  procedure.  The  Director  of 
.Patient  Services  reported  that  the  agency  does 
not  currently  have  a  policy  and  procedure  on 
HPN. 

On  05/22/08  at  02:00PMr  the  DPS 
.acknowledged  the  survey  findings  that  the 
agency  is  operating  without  the  requirement  of 
an  HPN  policy  and  procedure. 
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HI  1 42  Policy  and  Procedures  HPN  network  7/30/08 
I,  The  Policy  and  Procedure  for  the  Health 

'  Provider  Network  will  be  in  place  7/30/08 

11.  The  policy  will  be  in  place  and  revised 

or  as  necessary  required  by  the  standards 
Dept  of  Health. 

III.  The  review  of  policy  and  procedures  by  tile 
Corporate  Compliance  department  annually 

IV.  Review  of  Health  Provider  Network  on  a 
basis 


ally 
bfthc 


daily 
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766.11(k)  Personnel 
766.11  Personnel. 

The  governing  authority  or  operator  shall  ensure 
for  all  health  care  personnel: 

(k)  that  an  annual  assessment  of  the 
performance  and  effectiveness  of  all  personnel  is 
conducted  including  at  least  one  in-home  visit  to  . 
observe  performance,  if  applicable. 
This  Rule  is  not  met  as  evidenced  by: 

Based  on  review  of  personnel  files  and  staff 
interview,  the  agency  failed  to  ensure  that  all 
health  care  personnel  receive  an  annual, 
assessment  of  the  performance  and 
effectiveness  which  includes  at  least  one  (1) 
in-home  visit  to  observe  performance.  This  was 
evident  in  two  (2)  of  two  (2)  professional 
employees  that  required  annual  performance 
evaluations.  (Employees  #4,  and  #5) 

The  agency's  failure  to  ensure  that  all  employees 
receive  annual  performance  evaluation  including 
in  home  visit  observation  places  the  patients  at 
risk  for  receiving  poor  quality  care. 

Findings  are: 

Review  of  personnel  file  of  Employee  #4  included 
an  annual  Employee  Performance  Appraisal  for 
years  2006  and  2007  but  lacked  evidence  of 
in-home  visit  observation.  The  employee  has 
been  employed  with  the  agency  since  January 
11,1996.  N 

Review  of  personnel  file  of  Employee  #5  included 
an  annual  Employee  Performance  Appraisal  for 
year  2006  but  lacked  evidence  of  in-home  visit 
observation  and  lacked  annual  evaluation  for 

H1350 

H1350 

I.  In -Home  annual 
performance  is  in  place  and 
completed  by  6/5/08 

II.  Annually  in  June  field  staff 
will  be  assessed  for  their 
field  evaluations. 

III.  In  order  to  ensure  that 
clinical  evaluations  and 
employee  appraisals  are 

.-.         completed  guidelines  are  in 
place  for  the  calendar 
month  June  utilizing  the 
same  time  sequence  as  the 
organization's  employee 
appraisal  sequence. 

IV.  The  new  guidelines  for 
clinical  evaluations  are  in 
place . 
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year  2007,  which  was  due  in  July  of  2007.  The 
employee  has  been  employed  with  the  agency 
since  02718/04. 

On  05/22708  at  10:00  AM,  the  Director  of  Patient 
Services  (DPS)  and  Assistant  Vice  President 
were  informed  of  the  survey  findings.  The  DPS 
acknowledged  the  findings  and  stated  that  the 
nurses  are  evaluated  in  the  field  but 
acknowledged  that  the  files  lacked 
documentation  of  the  in-home  observations. 


H1350 


STATE  FORM 


021  ihb 


VJ6011 


If  continuation  sheet  13  of  13 


NYS  Department  of  Health 


PRINTED:  08/04/2006 
FORM  APPROVED 


STATEMENT  OF  DEFICIENCIES 
AND  PLAN  OF  CORRECTION 


(X1)  PROVIDER/SUPPLIER/CLtA 
IDENTIFICATION  NUMBER: 


10861.007 


(XZ)  MULTIPLE  CONSTRUCTION 

A.  BUILDING  •  - 

B.  WING  


(X3)  DATE  SURVEY 
COMPLETED 


07/09/2008 


NAME  OF  PROVIDER  OR  SUPPLIER 

PREMIER  HOME  HEALTH  CARE  SERVICES 


STREET  ADDRESS.  CITY.  STATE,  ZIP  CODE 
696  DUTCHESS  TURNPIKE 


(X4)  ID 
'  PREFIX 
TAG 


SUMMARY  STATEMENT  OF  DEFICIENCIES 
(EACH  DEFICIENCY  MUST  BE  PRECEDED  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


ID 
PREFIX 
TAG 


PROVIDER'S  PLAN  OF  CORRECTION  ■ 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


(XS) 
COMPLETE 
DATE 


H000 


H404 


Initial  Comments 


An  Article  36  survey  was  conducted  at  the 
agency  on  7/8/08  and  7/9/2008. 

Ten  (10)  patient  care  records  were  reviewed 
(Patient  #1  through  #10)  including  two  (2)  home 
visits  {Patient  #4,  #8). 

Ten  (10)  personnel  files  were  reviewed 
(Employee*  1  through  #10). 

766.3(b)  Plan  of  care 

i 

766.3  Plan  of  care. 

The  governing  authority  or  operator  shall  ensure 
that 


H000 


H404 


(b)  a  plan  of  care  is  established  for  each  patient 
based  on  a  professional  assessment  of  the 
patient's  needs  and  includes  pertinent  diagnosis, 
prognosis,  mental  status,  frequency  of  each' 
service  to  be  provided,  medications,  treatments, 
diet  regimens,  functional  limitations  and 
rehabilitation  potential. 
This  RULE  is  not  met  as  evidenced  by. 
Based  on  record  reviews  and  interview,  the 
agency  failed  to  ensure  that  Plans  of  Care  (POC) 
were  complete  and  identified  all  care  needs. , 
This  was  evident  in  four  (4)  of  ten  (10)  patient 
care  records  reviewed.  (Patient*  1,  8,  9,  and 
10). 

Failure  to  ensure  and  through  and  complete 
POC  which  addresses  all  patient  needs  has  the 
potential  for  patient  needs  to  go  unmet. 

The  findings  include: 

1)  Patient  #1  has  a  start  of  care  of  2/28/08  with 


I.  Corrective  action  for  those  patients 
found  to  be  affected  by  the  deficient 
practice: 

Patient  #  I :  The  patient's  physician  will  be 
contacted  regarding  the  change  in  the  plan 
of  care  and  orders  obtained. 

Patient  #8:  A  new  POC'will  be  written  to 
reflect  the  HHA  service  times  and  hours. 
The  new  POC  will  be  sent  to  the  patient's 
physician  for  approval. 

Patient  #9:  A  new  POC  will  be  written  to 
reflect  the  HHA  service  times  and  hours. 
The  new  POC  will  be  sent  to  the  patient's 
physician  for  approval. 

Patient  #10:  A  new  POC  will  be  written  to 
reflect  the  HHA  service  times  and  hours,  tn 
addition,  the  patient's  physician  will  be 
notified  of  the  skin  tear  and  if  it  remains 
unhealed,  treatment  orders  will  be  obtained. 
The  new  POC  will  be  sent  to  the  patient's 
physician  for  approval. 
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diagnoses  which  include  UTI  (urinary  tract 
infection),  Hypertension  and  Dementia. 


The  nursing  note  dated  4/5/08  documents  a 
telephone  call  between  the  nurse  and  the 
patient's  primary  caregiver  stating  "patient 
was/is  constipated."   "Instructed  re:  purchase 
glycerin  suppository  since  that  has  been 
successful  in  the  past." 

There  is  no  documentation  to  reflect  the  patient ' 
s  physician  was  notified  of  this  modification  to 
the  POC. 

2)  Patient  #8  has  a  start  of  care  of  1/2/07  with 
diagnoses  which  include  Generalized 
Osteoarthritis  and  Congestive  Heart  Failure. 

The  POC  dated  6/28  through  12/25/08 
documents:  "supervise  HHA"  (Home  Health 
Aide)  "assist  with  ADL"  (activities  of  daily  living). 
The  POC  lacks  documentation  to  reflect  the 
times  and  hours  the  HHA  is  to  work. 

3)  Patient  #9  has  a  start  of  care  of  1/17/07  with 
diagnoses  which  includes  Alzheimer's  Disease. 

The  POC  dated  7/18/08  documents:  "supervise 
HHA".  The  POC  lacks  documentation  to  reflect 
the  times  and  hours  the  HHA  is  to  work. 

4)  Patient  #10  has  a  start  of  care  of  5/1/07  with 
diagnoses  which  include  CVA  (Cerebral  Vascular 
Accident)  and  Hypertension. 

The  POC  dated  5/12/08  documents:  "supervise 
HHA  to  assist  with  ADLS,  safety.  The  POC  lacks 
documentation  to  reflect  the  times  and  hours  the 
HHA  is  to  work. 

The  nursing  visit  note  dated  9/6/07  documents:  " 
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PROVIDER  S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


II.  Identification  of  other  patients  having 
the  potential  to  be  affected  by  the 
deficiency  and  what  corrective  action  will 
be  taken: 

All  private  pay  and  case  managed  patients 
have  the  potential  to  be  affected  by  the 
deficient  practice.  These  applicable  clinical 
records  will  be  audited  by  the  Office 
Administrator  and  Field  Nurse  Supervisor  to 
determine  compliance  with  the  regulation. 
For  the  patients  found  to  be  out  of 
compliance,  the  Field  Nurse  Superv  isor  will 
develop  a  new  plan  of  care  and  send  them  to 
the  patients'  physicians  for  approval. 

III.  Measures  that  will  be  put  in  place  to 
ensure  that  the  deficient  practice  will  not 
reoccur: 

All  Field  Nurse  Supervisors  will  be  in- 
serviced  on  Policy  1 1 .6  by  the  Office 
Administrator  or  Regional  DPS  which 
directs  nursing  staff  to  conduct  home  visits 
for  reassessment  as  needed,  but  in  no  case, 
not  less  than  every  6  months.  In  addition, 
they  will  also  be  in-serviced  on  the  necessity 
of  updating  plans  of  care/treatment  when 
there  are  any  changes,  including  but  not 
limited  to  service  times  and  hours  change. 
The  nurses  will  be  instructed  that  the 
patient's  physician  must  be  notified  of  any 
changes. 
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left  buttock  skin  tear ....  Neosporin  applied" 
There  was  no  documented  evidence,  that  the 
physician  was  notified  of  this  modification  of  the 
POC. 

During  interview  with  the  agency  Administrator 
on  7/9/08  at  1 1:45AM  the  Administrator  stated 
the  nurses  "should  have"  documented, the 
frequency  for  the  HHA's  on  the  POC,  and 
"notified  the  patient's  physician's  of  treatments." 


H404 


IV.  How  will  the  corrective  acti.on  be 
monitored  to  ensure  the  deficient  practice 
will  not  reoccur? 

10%  of  the  private  and  case-managed 
records  will  be  audited  each  quarter  for  a 
one  year  period  to  ensure  compliance  with 
the  regulation. 

The  Regional  DPS  and  Regional  Vice 
President  will  review  the  audits  every 
quarter  to  ensure  compliance  with  the 
regulation. 

Persons  responsible  for  the  correction  and 
on-going  compliance  are: 

Field  Nurse  Supervisors  (FNSs)  . 
Office  Administrator 

Regional  DPS  (Director  of  Patient  Services) 
Regional  Vice  President 

Date  of  Correction:  12/09/08 


STATE  FORM 

STATE  FORM  FSMU11  "  continuation  sheet  3  of  3 


w?pi3H8*r.OF~ 4EALTH  AND  HUMAN  SERVICES 
•ENTERS  FOR  N^DICARE  AND  MEDICAID  SERVICES 


FORM  APPROVED 
OMB  NO.  0938-0931 


STATEMENT  OF  DEFICIENCIES 
AND  PLAN  OF  CORRECTION 


(XI)  PROV1DER/SUPPLIER/CL1A 
IDENnFICATJON^JUMBER: 


(X2)  MULTIPLE  CONSTRUCTION 

A.  BUILDING  . 

B.  WING  ■ 


(X3)  DATE  SURVEY 
COMPLETED 
C 

08/27/2008 


^SSS^lSSSWiLSB.VKB  ,NC.  &  CHHA 


(X4)  ID 
PREFIX 
TAG 


G  000 


G  165 


STREET  ADDRESS,  CITY,  STATE,  ZIP  CODE 
5923  STRICKLAND  AVENUE 
BROOKLYN,  NY  11234 


SUMMARY  STATEMENT  OF  DEFIENCIES 
(  EACH  DEFIENCY  MUST  BE  PRECEEDED  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


INITIAL  COMMENTS 

A  complaint  investigation  was  done  on  08/27/08  for 
Complaint  #NY0006 1500. 

Three  patient  records  were  reviewed  and  are 
identified  as  Patient  1-3. 

484.1.8(c)  CONFORMANCE  WITH  PHYSICIAN 
ORDERS 

Drugs  and  treatments  are  administered  by  agency 
staff  Only  as  ordered  by  the  physician. 

This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  record  review  and  interview,  the  agency 
failed  to  pro  vide  treatment  as  ordered.  .This  was 
evident  for  1  of  3  sampled  patients.  (Patient  #1) 

Failure  to  follow  treatment  order  has  the  potential 
for  substandard  patient  care.  . 

The  finding  is: 


Patient  #  1  was  admitted  to  the  Home  Health 
Agency  on  "3/25/08"  with  a  diagnosis  of  Senile 
Dementia,  Hypertension  and  Diabetes. 

The  Physician  order  dated  7/17/08  documents  an 
order  for  the  patient  to  receive  physical  therapy. 

The  patient  care  record  documents  that  the  agency 
did  not  sent  a  physical  therapist  to  evaluate  the 
patient  until  "8/8/08". 

On  8/27/08,  the  Director  of  Patient  Services  was 
interviewed  and  stated  that  the  agency  "does  not 
have"  a  valid  reason  for  the  delay  in  physical 
therapy  services. 

G22  7      4  84.36  ©  (2)  ASSIGNMENT  AND  DUTIES  OF 
HOME  HEALTH  AIDE 
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Corrective  Action 

Upon  further  investigation  the  physician  had 
postponed  physical  therapy  due  to  the  patient 
not  being  able  to  tolerate  active  therapy. 

The  Case  Manager  was  issued  a  disciplinary 
warning  for  failure  to  document  timely  in  the 
medical  record  and  failure  to'pbtain  an  interim 
order. 

Measure  to  promote  systemic  changes  and 
monitoring  to  ensure  deficient  practice  will 
not  occur. 

The  case  managers  were  assigned  to  teams 
according  to  geographic  area.  Each 
geographic  area  has  a  designated  Supervisor. 
The  Supervisor  will  complete  periodic  chart 
audits  on  all  patients  receiving  ancillary 
services  including  physical  therapy  to  ensure 
that  physician  orders  are  current  and  that  the 
documentation  supports  the  need  for 
continued  therapy. 

Requests  for  physical  therapy  are  being 
centralized  and  a  clerk  has  been  assigned  to 
ensure  that  all  referrals  are  placed  timely. 


Patient  #1  -The  DPS  did  an  investigation 
regarding  the  training  of  both  HHA's.  Both 
HHA's  received  their  Certification  from 
Bronx  Institute. 


08/27/08 


02/01/09 


08/27/08 


TITLE 
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Lborato-rydireciwso^^ 

Any  deficiency  statement  ending  With  an  asterisk  (*)  denotes  a  deficiency ^wmc m  c^^n  nomes  the  findings  stated  above  are  disclosable  90 

thai  other  safeguards  provide  sufficient  protection  to  the  patients.  (See  "  n*  «  findi      *  d  lans  of  correction  are  ; 

days  following  the  date  of  survey  whether  or  not  a  plan  of  correction  is  approved  plan  of  correction  is  requisite  tc 

disclosable  14  days  following  the  date  these  documents  are  made  avaUableJ^^^CiUfttJT  det.enc.es,  pre^o, 
continued  program  participation. 
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HOME  HEALTH  AIDE . 

Any  home  health  aide  services  offered  by  an  HHA 
must  be  provided  ty  a  qualified  home  health  aide. 

This  STANDARD  is  not  met  as  evidenced  by  based 
on  record  review  and  interview,  the  agency  failed,  to 
assign  a  trained  Home  Health  Aide  skilled  in  Hoyer 
lift  usage.  This  was  evident  for  one  of  three 
sampled  patients  (Patient  #1) 

Failure  to  ensure  the  skills  of  a  Home  Health  Aide 
(HHA)  places  the  patient  at  risk  for  substandard 
care. 

The  finding  is: 

1 .    Patient  #  1  was  admitted  on  "3/25/08" 
with  a  diagnosis  of  Senile  Dementia^ 
Hypertension  and  Diabetes 

A  complaint  received  by  the  NYSDOH  (New  York 
State  Department  of  Health)  dated  8/18/08  alleges 
that  the  "HHA  did  not  know  how  to  use  the  Hoyer 
lift  on  Sunday  8/17/08" 


The  patient  care  record  documents  .that  the  patient 
is  incontinent  of  urine  and  feces;  requires  total 
assistanve  in  all  areas  of  daily  living  non- 
ambulatory and  requires  a  Hoyer  lift  for  transfers 
from  bed  to  chair. 

Hie  supplemental  patient  care  plan  dated  "5/26/08" 
docunments  thatthe  patient  is  to  be  transferred 
using  a  "Hoyer  lift". 

The  patient  care  plan  dated  5/26/08  contains  a  note 
which  documents  hpme  health  aides  are 
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The  DOH  Certification  curriculum  clearly 
indicates  that  transfer  training  and  use  of  the 
hoyer  lift  be  satisfactorily  completed  and 
demonstrated  in  order  to  obtain  Certification. 
(See  attachment  #1) 

Both  aides  received  their  Certification  (2005 
&  2007)  indicating-thai  they  did  have  training 
and  successfully  completed  a  return 
demonstration.  (See  attachment  #  2  &  3). 
Since  the  complaint  both  aides  have 
undergone- further  training  on  the  hoyer  lift. 
At  the  request  of  the  CHHA  all  HHA's  placed 
on  cases  must  have  a  transfer  /hoyer  lift  re- 
training done  on  ah  annual  basis  as  part  of 
their  annual  in-service  requirements. 

In  order  to  ensure  continued  compliance  the 
Case  Managers  are  required  to  update  the 
HHA  Plan  of  Care.every  60  days  or'more 
frequently  if  changes  occur. 

Responsible  Person:  RN/Case  Manager  will 
update  HHA  POC  every  60  days.  The  Nurse 
Supervisor  &  DPS  will  ensure  Care  Plan  is 
updated  by  performing  chart  review. 

All  active  patients  that  have  a  hoyer-lift  in  the 
home  the  aides  will  have  re-training  in  the 
proper  use ,  techniques  and  transfers  using,  the 
hoyer  lift.  The  RN  will  document  in  her 
supervisory  note  that  the  aides  satisfactorily 
completed  a  returned  demonstration.  (See 
attachment  #  4) 

Responsible  Person:  RN  assigned  to  the  case 
■  will  supervise  HHA's  using  hoyer  lift.,  and 
document  in  the  nurses  visit  note. 
Americare's  DPS  will  ensure  supervision 
occurs. 

Measure  to  promote  systemic  changes  and 
monitoring  to  ensure  deficient  practice  will 
not  occur. 

Ameripare  Inc.  HHA's  with  Certificates' from 
Bronx  Institute  will  under  go  training  and  a 
return  demonstration  on  use  of  the  hoyer  lift. 


08/17/08 


12/31/08  & 
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Continued  From  page  2 

to  be  instructed  and  supervised  with  return 
demonstration  of  these  duties  

The  agency  HHA  schedule  dated  8/17/08 
documents  that  a  Home  Health  Aide  was  assigned 
to  care  for  the  patient. 

The  personnel  record  of  the  Home  Health  Aide 
assisgned  on  8/17/08  does  not  include 
documentation  fo  training  for  Hoyer  lift  usage  in 
patient  transfers. 

On  8/27/07  at  1 2pm,  the  Director  of  Patient 
Services  was  interviewed  and  stated  that  there  was 
nothing  to  indicate  that  the  Home  Health  Aide  has 
been  instructed  and/ort.  supervised  in  Hoyer  lift 
usage. 

The  home  health  aide  was  not  available  for 
interview. 
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PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFIENCY) 


Measure  to  promote  systemic  changes 
and  monitoring  to  ensure  deficient 
practice  will  not  occur. 

On  an  annual  basis  all  active  HHA's  will  be 
required  to  undergo  training  in.transfers  and 
the  use  of  Hoyer  lift  as  part  of  their  in-service 
hours. 

Responsible  Person:  Americare  Inc.  in- 
service  educators,  Ql  Director  and 
Administrator  will  ensure  retraining  is 
completed  on  an  annual  basis. 
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Guide  to  Home  Health  Aide  Training 
And  Competency  Evaluation 


INTRODUCTION 


The  purpose  of  this  Guide  is  to  clarify  for  certified  homehealth  agencies  (CHHAs),  long  term  home 
health  care  programs  (LTHHCPs),  licensed  home  care  services  agencies  (LHCSAs),  and  hospices,  hereafter 
referred  to  as  home  care  agencies,  the  New'York  State  home  health  aide  training  and  evaluation 
requirements,  and  the  process  and  procedures  for  Department  of  Health  approval  of  home  health  aide 
training  programs.  Effective  October  1,  2006,  any  applicant  seeking  initial  approval  of  a  home  health  aide  . 
training  program  or  any  existing  approved  program  seeking  reapproval  must  comply  with  the  requirements 
set  forth  in  this  Guide.  These  requirements  supersede  the  requirements  set  forth  in  the  New  York  State 
Department  of  Health's  Guide  to  Home  Health  Aide  Training  and  Competency  Evaluation  (1992V 

The  training  and  evaluation  requirements  and  approval  process  set  forth  in  this  guide  are  consistent 
with  Part  484  of  Title  42  of  the  Code  of  Federal  Regulations  (42  CFR)  and  Section  700.2  of  Title  10  of  the 
New  York  Code,  Rules  and  Regulations  (10  NYCRR).  In  order  to  provide  home  health  aide  services  in  New 
York  State,  a  person  must  successfully  complete  a  training  and  competency  evaluation  program  or 
competency  evaluation  program  only  conducted  by  an  approved  home  health  aide  training  program. 

TRAINING  REQUIREMENTS 

A  home  health  aide  training  program  must  include  classroom  and  supervised  practical  training.  .The 
aide  trainee  must  receive  a  minimum  of  75  hours'of  training  including  16  hours  of  supervised  practical  • 
training.  Supervised  practical  training  means  training  in  a  laboratory,  patient's  home  or  other  health  care- 
setting  in  which  the  trainee  demonstrates  knowledge  while,  performing  tasks  on  an  individual  under  the  direct 
supervision  of  a  registered  nurse  or  licensed  practical  nurse.  At  a  minimum,  fifty  percent  (50%)  of  each 
aide's  supervised  practical  training  must  be  provided  in  a  patient  care  setting.  .The  setting(s)  used  for 
practical  training  and  the  number  of  training  hours  provided  should  be'based  on  each  student's  learning 
needs.  .      .  ,. 

CURRICULAR  CONTENT 

Each  home  health  aide  training  program  must  identify  and  clearly  state  its  goals  and  objectives  and 
must  include  measurable  performance  criteria  specific  to  both  the  curricular  subject  material  and- clinical  . 
content  required  by  the  Department.  We  recommend  that  the  curriculum  be  taught  at  a  sixth  grade  reading 
level.  The  curriculum  must  include  the  content  outlined  below. 

1 .  Orientation  to  home  care  and  the  role  of  home  health  aides; 

2.  understanding  basic  human  needs  of  individuals  and  families  including  understanding  the  elderly,  infants 
and  children,  persons  with  physical  illnesses,  persons  with  physical  disabilities  and  persons  with  mental 
disabilities; 

3.  communication  skills; 

4.  basic  elements  of  body  function; 

5.  patient  rights  and  HIV  confidentiality; 

6.  safety,  accident  prevention  and  responses  to  emergencies; 

7.  infection  control  and  universal  blood  and  body  fluid  precautions;  .  - 

8.  personal  hygiene  and  grooming  including  bed,  sponge,  tub  or  shower  baths;  skin,  tub  or  bed  shampoos; 
nail  and  skin  care;  oral  hygiene;  toileting  and  elimination; 

9.  use  of  prescribed  medical  equipment  and  supplies; 


10.  rehabilitation  including  safe  transfer  techniques  and  ambulation;  normal  range  of  motion  and  positioning; 
assistance  with  use  of  crutches,  walkers,  and  hoyer  lifts;  and  prescribed  exercise  programs; . 

11.  nutrition  and  fluid  intake,  to  include  preparation  of  meals  for  simple  and  complex  modified  diets; 

12.  temperature,  pulse,  respiration,  and  blood  pressure; 

13.  simple  test  and  measurements;  . 

14.  maintaining  a  clean,  safe  environment; 

.  15.  assistance  with  medication  administration;  •  •  • 

16.  special  skin  care; 

17.  simple  dressing  changes; 

18.  ostomy  care; 

19.  handling  patient's  money;  and 

20.  observing,  reporting,  and  recording. 

r  ■         ^  .  ■  . 

The  training  program's  teaching  staff  may  exercise  discretion  in  determining  the  amount  of  time  required 
to  adequately  teach  each  of  the  subject  areas,  however,  the  minimum  training  time  required  must  be  met  for 
each  subject  area  and  the  training  hours  must  total  a  minimum  of  75  hours. 

STANDARDIZED  TRAINING  CURRICULA 

In  order  to  assure  that  all  home  health  aide  training  programs  are  teaching  comparable  content,  home 
health  aide  training  programs  are  required  to  use  this  curricula  as  the  basis  for  the  home  health  aide  training  . 
program. 

The  revised  objectives  and  outlinemust.be  followed  and  all  material  must  be  covered; 

The  Home  Care  Core  Curriculum  (HCCQ  and  the  Health  Related  Task  Curriculum  ("HRTQ 
developed  in  1992  by  the  State  University  College  of  Buffalo  under  contract  with  the  State  Department  of 
Social  Services  (SDSS)  may  be  used  as  an  adjunct  to  the  information  contained  in. the  revised  objectives  and 
outline.  These  curricula  may  be  obtained  from'. 

.  Health  Education  Services  ■"  .  '  ■  .  ■ 

P.O.  Box  7326 
Albany,  NY  12224 
(518)439-7286  fax:  (518)439-7022 

www.hes.org 

Other  resources  may  be  used  at  the  discretion  of  the  Registered  Professional  Nurses  supervising  the 
approved  Personal  Care  Aide/Home  Health  Aide  Training  Programs. 

Training  programs  should  supplement  to  standardized  curricula  with  other  training  materials  as 
necessary  to  provide  adequate  instruction  in  the  curricular  content  outlined  on  pages- 1  and  2  of  this  Guide. 
For  example,  the  above  curricula  should  be  supplemented  to  address  patient  rights,  HIV  confidentiality  and 
universal  blood  and  body  fluid  precautions,  (items  5  &  7  of  the  curricuiar  outline).  Therefore,  training 
programs  are  required  to  use  Part  63  or  10  NYCRR  (Confidentiality  of  HIV-related  information);  Sections 
763.2, 766. l.V.794.1  of  10.NYCRR,  (Patient  rights  concerning  CHHA;  LTHHCP,  LTHHCP  and  hospices 
respectively);  and  the  Department  of  Health  Memorandum  90-1  (Recommendations  for  the  Prevention  and 
Management  ofBloodbome  Disease  Transmission  in  Home  Care  Settings)  in  the  instruction  of  these  topics. 
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COMPETENCY  EVALUATION  PROGRAM 


The  home  health  aide  training  program  is  also  responsiblefor  ensuring  that  each  home  health  aide 
trainee  is  competent  in  each  skill  and  procedure  taught  in  the  training  program.  Competency  evaluation  may. 
be  integrated  throughout  the  training  program  or  may  be  conducted  subsequent  to  classroom  and  supervised 
practical  training.  Initial  competency  must  be  evaluated  by  a  registered.nurse  using  the  following  methods: 

•  written  arid/or  oral  examinations  that  demonstrate  the  aide's  knowledge  of  the  information 

presented  in  the  classroom  training;  and 

•  observation  and  demonstration  by  the  aide  of  his/her  competency  in  performing  skills  in  the 

laboratory  or  patient  care  setting.  The  tasks  associated  with  personal  hygiene,  rehabilitation  and 
vital  signs  (the  subject  areas. listed  in  items  8,  10  and  12  of  the  curriculum  outlined  on  page  2  of 
this  Guide)  must  be  evaluated  after  observation  of  the  aide's  performance  of  the  task  with  a 
person  in  the  laboratory  or  patient  care  setting  during  the  supervised  practical  training. 

To  evaluate  each  home  health  aide  trainee's  competence  in  performing  the  minimally  required 
number  of  home  health  skills,  each  home  health  aide  training  program  should  utilize  the  following: 

•  The  written  unit  tests  found  on  the  Health  Department's  Health  Provider  Network;  and 

•  The  skills  checklists  found  in  the  appendices  of  the  Home  Care  Curriculum  (HCC)  and  the  Health  - 

Related  Tasks  Curriculum  (HRTC). 

■A  home  health  aide  training  program  may'  also  supplement  the  written  unit  tests  and  performance 
examinations  contained  in  the  HCC  and  HRTC  with  evaluation  processes  developed  by  training  programs  to 
assure  that  the  aide  is  competent  in  the  content  and  skills  learned  throughout  the  training  program. 

"  For  each  home  health  aide. who  has  completed  classroom  and  supervised  practical  training,  all 
competencies  must  be  documented  on  a  competency  evaluation  form" developed  by  the  home  health  aide  . 
training  program  arid  approved  by  the. Department  of  Health.  The  competency  evaluation  form  must  list  the 
competencies  which  are  subject  to  evaluation;  the  method  of  evaluation  and  the- satisfactory  of  unsatisfactory 
outcome  of  the  evaluation;  and  the  identity,  by  name  and  license  number,  of  the  registered,  nurse  who  has 
evaluated  the  aide's  performance  of  each  task.  Classroom  and  supervised  practical  training  and  competency 
evaluation  must  be  completed  within  two  months  of  each  aide's  entry  info  the  training  program. 

COMPETENCY  EVALUATION  ONLY 

In  lieu  of  the  standardized  training  and  competency  evaluation,  the  home  health  aide  training 
program  must  make  available  to  eligible  individuals  a  competency  evaluation  program  only.  The 
competency  evaluation  program  should  be  derived  from  the  written  unit. tests  and  skills  demonstration 
checklists  included  in  the  HCC  and  HRTC  curricula.  The  written  and  skills  demonstration  portions  of  the 
competency  evaluation  program  must  contain  sufficient  content  to  assure  that  the  aide  is  competent  in  the 
information  and  skills  set  forth  in  the  curricular  outline  on  pages  1  and  2  of  this  Guide.  The  subject  areas 
listed  in  items  8,  10,  and  1 2  of  the  curricular  outline  must  be  evaluated  after  observation  of  the  aide's 
■  performance  of  the  task  with  a  person  in  the  laboratory  or  patient  care  setting.  ' 

Individuals  eligible  to  complete  the  competency,  evaluation  program  only,  in  lieu  of  training,  include: 
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Richard  F.  Dairies,  M.D.  , 
Commissioner 


STATE  OF  NEW  YORK 
DEPARTMENT  OF  HEALTH 

Metropolitan  Area  Regional  Office 

90  Church  Street     New  York,  NY  10007 


Wendy  E.  Saunders 
Executive  /Deputy  Commissioner 


February  6,  2009 


Gentiva  Health  Services 
Attn:  -Mr.  Keith  Curtis,  RN 
Administrator/Dir.  Clinical  Operations 
50  Court  St.,  #1202 
Brooklyn,  NY  11201 


Re:  Acceptable  Plan  of  Correction 
Survey  Date:  January  4,  2009 
License:  #LC0497A 


Dear  Mr.  Curtis: 


Please  be  advised  that  the  Plan  of  Correction'  relating  to  the  recent  Article  36 
survey  of  your  agency  have  been  reviewed  by  this  office. 

All  items  were  found  to  be  acceptable  and  it  is  expected. that  you  will  implement 
this  plan  within  the  time  frames  that  were  submitted.  A  post  approval  review  wil 
be  conducted  to  verify  the  correction  of  deficiencies. 

If  you  have  any  questions  regarding  this  matter,  please  contact  (212)  417-5888. 
Sincerely, 


isb-C^  ?  I  ^^^^ 


Cheryl  Phoenix-Tannis,  RN,  MSN,  CS 
Program  Manager 

Home  Health  and  Hospices  Services 
Metropolitan  Area  Regional  Offices 


/jt 


GENTIVA* 


February  3,  2009 


Department  of  Health 
Metropolitan  Area  Regional  Office 
90  Church  Street 
Brooklyn,  New  York  1 0007 


Attn:  Cheryl  Phoenix-Tannis,  RN,  MSN,  CS 
Program  Manager 

Home  Healthcare  &  Hospice  Services 


Dear  Ms.  Phoenix-Tannis: 

Please  see  the  amended  Plan  of  Correction  and  attachments  developed  in  response  to  the 
summary  statement  of  deficiencies  for  the  Article  36  survey. 

Please  contact  me  at  718-237-2389  if  you  have  any  questions  related  to  this  response. 


Survey:  Re:  Gentiva  Health  Services 
License  Number  LC0497A 
Survey  date:  1/14/09 


"Keith  Curtis  RN 

Administrator/Dir.  Clinical  Operations 


50  court  st.  -.#1202  •  brooklyn,  ny  11201  t  718.237.2389  •  f  71  8,237.0632  www.gentiva.com 
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H  000  Initial  Comments 

A  State  Relicensure  Survey  was  conducted  at 
Gentiva  Health  Services  on  January  14,  2009. 

Five  (5)  Patient  Care  Records  were  reviewed  and 
are  identified  as  Patients  #1  to  #5. 

|  Four  (4)  Personnel  Records  were  reviewed  and 
|  are  identified  as  Employees  #1  to  #4. 

The  agency  Policy  and  Procedure  Manual, 
Quality  Improvement  Committee  Meeting 
Minutes,  Complaint  Log  and  Admission  Packet 
were  reviewed. 

H204  766.1(a)(1)  Patient  rights 

Section  766.1  Patient  rights. 


(a)  The  governing  authority  shall  establish  written 
policies  regarding  the  rights  of  the  patient  and 
shall  ensure  the  development  of  procedures 
implementing  such  policies.  These  rights,  policies 
and  procedures  shall  afford  each  patient  the  right 
to: 

(1)  be  informed  of  these  rights,  and  the  right  to 
exercise  such  rights,  in  writing  prior  to  the 
initiation  of  care,  as  evidenced  by  written 
documentation  in  the  clinical  record; 

(2)  be  given  a  statement  of  the  services  available  - 
by  the  agency  and  related  charges; 

(3)  be  advised  before  care  is  initiated  of  the 
extent  to  which  payment  for  agency  services  may 
be  expected  from  any  third  party  payors  and  the 
extent  to  which  payment  may  be  required. from 
the  patient. 
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H  204  766.1  (a)  (1)  PATIENT 
RIGHTS 

For  the  patient  found  to  be  deficient  in 
obtaining  the  correct  consent  on 
admission,  the  Area  Director 
immediately  contacted  the  patient  and 
obtained  informed  consent  with 
updated  consent  addenda. 
To  identify  other  patients  who  may 
have  potentially  been  affected  by  this, 
100%, of  Licensed  Agency  patients 
clinical  records  were  immediately 
audited  for  consents  matching  services 
ordered  and  provided  during  that 
certification  period  by  the  Area 
Director.  This  was  completed  by 
l/]6/09. 

The  Area  Director  (AD)  and  Area 
Clinical  Specialist  (ACS)  will  provide 
re-education  on  proper  procedures  for 
completing  consent  including  the 
correct  frequency  and  duration  of 
expected  services.  This  education  will 
be  competed  on  1/29/09  at  mandatory 
staff  meeting. 

In  an  effort  to  make  sure  the  deficient 
practice  is  not  repeated,  the  agency 
will  audit  1 00%  of  all  licensed  agency 
records  from  admission  date  for 
compliance  with  completing  consent 
information  with  correct  expected 
frequency  of  services  to  be  provided, 
and  if  a  need  is  present  for  an 
alteration  in  the  plan,  an  consent 
addenda  for  the  corrected  and  agreed 
,  upon  frequency  and  duration  will  be 
completed. 
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(i)  The  agency  shall  advise  the  patient  of  any 
changes  in  information  provided  under  this 
paragraph  or  paragraph  (2)  of  this  subdivision  as 
soon  as  possible,  but  no  later  than  30  calendar 
days  from  the  date  the  agency  becomes  aware  of 
the  change. 

(ii)  All  information  required  by  this  paragraph  shall 
be  provided  to  the  patient  both  orally  and  in 
writing; 

(4)  be  informed  of  all  services  the  agency  is  to 
provide,  when  and  how  services  will  be  provided, 
and  the  name  and  functions  of  any  person  and 
affiliated  agency  providing  care  and  services. 
This  Regulation  is  not  met  as  evidenced  by: 
Based  on  record  reviews  and  staff  interview,  the 
agency  failed  to  ensure  all  patients  are  informed 
of  any  changes  in  services  and  payment.  This 
was  evident  for  one  ( 1 )  of  five  (5)  patient  care 
|  records  reviewed.  (Patient  #3.) 

i 

|  Failure  to  ensure  all  patients  are  informed  of  any. 
|  changes  in  services  and  payment  places  patients 
!  at  risk  for  not  being  able  to  fully  exercise  all  of 
their  rights. 

The  finding  is: 

Patient  #3  has  diagnoses  which  include: 
Leukemia,  Pulmonary  Embolism,  Diabetes 
Mellitus  and  Acute  Pericarditis. 

The  patient  care  record  includes  a  "Home  Care 
Consent"  which  documents  the  following 
information:  "The  services  which  Gehtiva  Health 
Services  will  provide  for  me  are  indicated  below. 
Skilled  Nurse  1  x/wk  for  1  week  (skilled  nurse 
once  a  week  for  one  week.)  .  .  .  Expected 
charges  $198.00  per  visit."  The  patient  care 
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PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


The  agency  will  continue  to  monitor 
compliance  in  this  effort  with  ongoing 
audits  of  100%  of  all  Licensed 
Agency  clinical  records  for 
compliance  with  the  consents 
matching  the  physician  ordered  plan 
of  care.  For  any  alteration,  in  the  plan 
of  care,  the  clinician  will  obtain 
consent  addenda  to  validate  the 
agreement  and  patient  responsibility. 
Results  of  the  ongoing  audits  will  be 
collected  and  reported  to  the  PI  and 
PAC  committee  quarterly. 
Responsible  party(s):  AD;  ACS. 
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H  204  Continued  From  page  2 

record  documents  more  than  one  visit  by  the 
nurse.  There  is  no  documented  evidence  of  a 
"Home  Care  Consent"  which  informs  the  patient 
of  the  change  in  services. 

On  January  14,- 2009  at  1:35  PM,  the  Assistant 
]  Director  was  interviewed  and  did  not  provide  an 
explanation. 

H  324  766.2(a)(9)  Patient  service  policies  and 
procedures 

766.2  Patient  service  policies  and  procedures. 

(a)  The  governing  authority  shall  ensure  for  each 
health  care  service  provided  that: 


(9)  a  patient  is  discharged  by  the  agency  after 
notification  of  the  authorized  practitioner,  as 
defined  in  subdivision  (b)  of  section  766.4  of  this 
Part,  and  consultation  with  the  patient  and  any 
other  professional  staff  involved  in  coordinating 
the  plan  of  care,  no  less  than  48  hours  prior  to 
patient  discharge. 

This  Regulation  is  not  met  as  evidenced  by: 
Based  on  record  reviews  and  staff  interview,  the 
agency  failed  to  ensure  authorized  practitioners 
are  notified  no  less  than  48  hours  prior  to  a 
patient's  discharge.  This  was  evident  for  two  (2) 
of  five  (5)  patient  care  records  reviewed. 
(Patients  #4  and  #5.) 

Failure  to  to  ensure  authorized  practitioners  are 
notified  no  less  than  48  hours  prior  to  a  patient's 
discharge  places  patients  at  risk  for  poor 
continuity  of  care.  . 

The  findings  are: 

1)  Patient  #4  has  diagnoses  which  include: 
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H  324 


H324  766.2  (a)  (9)  PATIENT 
SERVICE  POLICIES  AND 
PROCEDURES 

The  Area  Director  and  Area  Clinical 
Specialist  will  provide  a  mandatory 
staff  meeting  regarding  compliance 
with  this  regulation  on  1/29/09. 
A  review  of  1 00%  of  the  Licensed 
Agency  clinical  records  that  were 
discharged  in  4th  quarter  2008  will  be  . 
completed  by  2/27/09.  All  of  the 
patient's  physicians  will  be  contacted 
regarding  the  discharge  of  the  patient 
from  service  and  the  disposition  of  the 
patient  at  discharge  if  there  is  no 
evidence  of  physician  contact  in  the 
record. 

1 00%  of  all  Licensed  Agency  clinical . 
records  will  be  audited  prior  to 
discharge  with  a  mandatory  case 
conference  with  the  MCP  to  ensure 
compliance  with  this  regulation  and  to 
prevent  recurrence  of  this  deficient 
practice. 
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Revised  Hip  Replacement,  Hyperlipidemia  and 

Osteoarthritis. 

The  patient  care  record  documents  a  discharge 
date  of  "2/19/08".  There  is  no  documented 
evidence  on  the' discharge  summary  of  physician 
j  notification. 

! 

2)  Patient#5  has  diagnoses  which- include: 
Non-Heaiing  Surgical  Wound. 

The  patient  care  record  documents  a  discharge 
date  of  "2/1 1/08".  There  is  no  documented 
evidence  on  the  discharge  summary  of  physician 
notification. 

On  January  14,  2009  at  1:35  PM,  the  Assistant 
Director  was  interviewed  and  did  not  provide  an 
explanation. 

766.3(d)  Plan  of  care. 
766.3  Plan  of  care. 

The  governing  authority  or  operator  shall  ensure 
that: 


(d)  the  plan  of  care  is  reviewed  and  revised  as 
I  frequently  as  necessary  to  reflect  the  changing 
i  care  needs  of  the  patient,  but  no  iess  frequently 

than  every  six  months; 

(1)  each  review  shall  be  documented  in  the 
clinical  record;  and 

(2)  agency  professional  personnel  shall  promptly 
alert  the  patient's  authorized  practitioner  and 
other  affected  care  providers  to  any  significant 
changes  in  the  patient's  condition  that  indicate  a 
need  to  alter  the  plan  of  care. 
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PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


Part  of  the  focused  clinical  record 
audit  will  include  audit  for  compliance 
with  this  regulation.  100%  of  all 
discharged  Licensed  Agency  clinical 
records  will  be  audited  for 
compliance.  This  information  will  be 
reported  to  the  PI  committee  and  PAC 
Committees  quarterly. 
Responsible  party(s):  AD;  ACS;  MCP 


H408  766.3  (d)  PLAN  OF  CARE 

For  the  patient  found  to  be  deficient  in 
Complete  plan  of  care  matching  the 
ordered  frequency  of  professional 
services  to  the  provided  frequency  of 
professional  services,  the  Area 
Director  immediately  obtained  signed 
orders  form  the  physician  for  the  visits 
completed  1 1/6/08-1 1/9/08,  patient 
was  hospitalized  9/12/08-1 1/5/08 
The  clinician  immediately  contacted 
the  physician  regarding  the  correct 
frequency  the  visits  were  planned  for 
and  obtained  orders  for  visits 
completed  and  omitted  in  error  on 
completion  of  the  plan  of  care. 
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Continued  From  page  4 
This  Regulation  is  not  met  as  evidenced  by: 
Based  on  record  reviews  and  staff  interview,  the 
agency  failed  to  ensure  the  plan  of  care  is  revised 
as  necessary  and  the  authorized  practitioner  is 
informed  of  the  need  to  change  the  plan  of  care. 
This  was  evident  for  one  ( 1 )  of  five  (5)  patient 
care  records  reviewed.  (Patient  #3.) 

Failure  to  ensure  the  plan  of  care  is  revised  as 
necessary  and  the  authorized  practitioner  is 
informed  of  the  need  to  change  the  plan  of  care 
places  patients  at. risk  for  receiving  poor  quality 
care.  , 

The  finding  is: 

Patient  #3  has  diagnoses  which  include: 
Leukemia,  Pulmonary  Embolism,  Diabetes 
Mellitus  and  Acute  Pericarditis. 

The  patient  care  record  includes  a  "Home  Health 
Certification  and  Plan  of  Care"  dated  "09/1 1/08  to 
1 1/09/08"  which  documents  orders  for:  "SN  1  X 
WK  X  1  WKS"  (Skilled  Nurse  once  a  week  for 
one  week).  The  patient  care  record  documents 
more  than  one  visit  by  the  nurse. 

There  is  no  documented. evidence  of  a  revised 
plan  of  care  and  the  physician  was  informed  of 
the  need  to  change  the  plan  of  care. 

On  January  14,  2009  at  1:35  PM,  the  Assistant 
Director  was  interviewed  and  did  not  provide  an 
explanation. 

766.4(c)  Medical  Orders 
766.4  Medical  orders. 

(c)  Such  orders  shall  be  reviewed  and- revised  as 
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PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY)  ■  " 


In  an  effort  to  prevent  the  same 
deficient  practice  with  other  Licensed 
Agency  patients,  100%  of  all  Licensed 
Agency  clinical  records  will  be 
audited  for  compliance  with  orders  of 
services  matching  services  provided 
by  2/27/09. 

The  Area  Director  and  Area  Clinical 
Specialist  will  re-educate  the  staff  on 
compliance  with  providing  services  as 
ordered  at  a  mandatory  staff  meeting 
on  1/29/09. 

Ongoing  audits  of  1 00%  of  all 
Licensed  Agency  clinical  records  will 
be  reviewed  for  compliance  of  ordered 
frequency  matching  provided 
frequency.  This  information  will  be 
presented  to  the  PI  and  PAC 
Committees  quarterly. 
Responsible  party(s):  AD;  ACS 


H512  766.4(c)  MEDICAL 
ORDERS 

For  the  clinical  records  identified  as 
not  having  a  current  physician  order, 
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Continued  From  page  5 
the  needs  of  the  patient  dictate  but  no  less 
frequently  than  every  six  months,  except  where 
an  authorized  practitioner,  as  part  of  an 
authorization,  orders  personal  care  services  for 
up  to  one  year  for  a  Medicaid  patient 

This  Regulation  is  not  met  as  evidenced  by: 
Based  on  record  reviews  and  staff  interview,  the  , 
agency  failed  to  ensure  that  medical  orders  are 
reviewed  and  revised  every  six  months.  This  was 
evident  for  three  (3)  of  four  (4)  patient  care 
records  reviewed.  (Patients  #1,  #2  and  #3.). 

Failure  of  the  agency  to  ensure  that  medical 
orders  are  reviewed  and  revised  every  six  months 
places  patients  at  risk  for  not  being  under  the 
care  of  an  authorized  practitioner. 

Thefindings  are: 


j  1)  Patient  #1  has  diagnoses  which  include:  Total 

i  Hip  Replacement  and  Hypertension. 
The  patient  care  record  documents  a  medical 
order  dated:  "11/15/08  to  1/13/09".  There  is  no 
documented  evidence  of  medical  orders  dated 
after  "1/13/09". 

2)  Patient  #2  has  diagnosed  which  include:  Brain 
Injury  and  Chronic  Pain. 

The  patient  care  record  documents  a  medical 
order  dated:  "09/09/08  to  11/07/08".  There  is  no 
documented  evidence  of  medical  orders  dated 
after  "1 1/07/08".' 

3)  Patient  #3  has  diagnoses  which  include: 
Leukemia,  Pulmonary  Embolism,  Diabetes  > 
Mellitus  and  Acute  Pericarditis.  The  patient  care 
record  documents  a  medical  order  dated: 

"9/1 1/08  to  11/09/08".  There  is  no  documented 
evidence  of  medical  orders  dated  after 
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PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


these  records  have  had  the  orders  re- 
sent to  the  physicians,  followed  up 
with  a  phone  call  to  their  offices  and 
have  all  been  signed  and  placed  in  the 
clinical  records. 

100%  of  all  active  Licensed  Agency 
clinical  records  have  been  reviewed 
for  compliance  with  current  clinical 
orders  in  the  records.  This  was 
accomplished  by  1/16/09  by  the  Area 
Director. 

In  an  effort  to  prevent  this  practice 
from  reoccurring,  the  MCP  and 
clerical  staff  has  been  re-educated  on 
the  process  of  paper  flow  in  the  office 
from  SOC  to  creating  the  clinical 
record,  including  the  review  of  the 
SOC  documents  and  creating  of  the 
Plan  of  Treatment  for  the  physician  to 
sign.  This  was  completed  on  1/16/09. 
100%  of  all  Licensed  Agency  clinical 
records  will  be  audited  for  compliance 
with  current  physician  Plans  of 
Treatment.  This  information  will  be 
collected  and  presented  to  the  PI  and 
PAC  Committees  quarterly. 
Responsible  party(s):  AD;  MCP 
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"11/09/08". 

i  - 

j  On  January  14,.  2009  at  3:45  PM,  the  Assistant 
I  Director  was  interviewed  and  stated:  "Those" 
j  doctors  orders  are  floating  around  here 
!  somewhere.  I'm  not  sure  why  they  were  not 
I  filed." 
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766.4(d)  Medical  orders 
766.4  Medical  orders. 


(d)  Medical  orders  shall  reference  all  diagnoses, 
medications,  treatments,  prognoses,  and  other, 
pertinent  patient  information  relevant  to  the 
agency  plan  of  care;  and 

(1)  shall  be  authenticated  by  an  authorized 
practitioner  with iri  thirty  (30)  days  after  admission 
to  the  agency;  and 

(2)  when  changes  in  the  patient's  medical  orders 
are  indicated,  orders,  including  telephone  orders, 
shall  be  authenticated  by  the  authorized 
practitioner  within  thirty  (30)  days. 

This  Regulation  is  not  met  as  evidenced  by: 
Based  on  record  reviews  and  staff  interview,  the 
agency  failed  to  ensure  all  medical  orders  are 
signed  by  the  authorized  practitioner  within  30 
days.  This  was  evident  for  three  (3)  of  five  (5) 
patient  care  records  reviewed.  (Patients  #3,  #4 
and  #5.) 

Failure  to  ensure  all  medical  orders  are  signed  by 
the  authorized  practitioner  within  30  days  places 
patients  at  risk  for  receiving  unauthorized  care. 

The  findings  are: 

1)  Patient  #3  has  diagnoses  which  include: 


H  512 
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PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


H514  766.4  (d)  MEDICAL 
ORDERS 

On  the  clinical  records  identified  as 
not  having  the  orders  signed  in  30 
days,  these  records  have  had  the 
orders  re-sent  to  the  physicians, 
followed  up  with  a  phone  call  to  their 
offices  and  will  all  be  signed  and 
placed'  in  the  clinical  records. 

The  clerical  and  clinical  staff  will  be 
re-educated  at  a  mandatory  staff 
meeting  on  1/29/09  regarding  this 
regulation  and  compliance.  For 
physicians  identified  without  signature 
after  multiple  calls  by  the  clerical 
support  staff,  and  the  AD,  a  copy  of 
the  order  will  be  brought  to  the  office 
by  the  Account  Executive  (AE)  for 
signature  in  person.  This  .will  be 
ongoing  until  all  competed  and 
signed. 

Going  forward,  1 00%  of  all  Licensed 
Agency  clinical  records  will  be 
reviewed  for  compliance  with  orders 
signed,  and  dated  in  30  days  of  the 
order.  Staff  will  have  been  re- 
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Continued  From  page  7 

Leukemia,  Pulmonary  Embolism,  Diabetes 

Mellitus  and  Acute  Pericarditis. 

-The  patient  care  record  documents  medical 
orders  for  occupational  therapy  dated  "12/15/08" 
and  "1 1/12/08"  by  the  occupational  therapist, 
which  do  not  include  documented  evidence  of  a 
physician's  signature. 

The  patient  care  record  documents  telephone 
orders  dated  "12/12/08",  "11/24/08",  "1108/08" 
and  "1 1/6/08"  by  the  nurse.  The  orders  do  not 
include  documented  evidence  of  a  physician 
signature. 

2)  Patient  #4  has  diagnoses  which  include: 
Revised  Hip  Replacement,  Hyperlipidemia  and 
Osteoarthritis. 

The  patient  care  record  includes  a  medical  order 
dated  "02/05/08  to  04/04/08"  which  documents  a 
physician's  signature.  There  is  no  documented 
evidence  of  when  the  physician  signed  the  order. 

3}  Patient  #5  has  diagnoses  which  include:  - 
Non-Healing  Surgical  Wound. 

The  patient  care  record  includes  a  medical  order 
dated  "02/01/08  to  03/31/08"  which  documents 
the  nurse  received  a  verbal  order  dated  "2/1/08" 
for  the  start  of  care.  The  physician  signature  is 
documented  on  "4/14/08". 

On  January  14,  2009  at  1:35  PM,  the  Assistant 
Director  was  interviewed  and  did  not  provide  an 
explanation. 

766.9(1)  Governing  authority 
Section  766.9  Governing  authority. 
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CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


educated  on  the  timeliness  of  the 
orders  to  be  sent  to  the  office  for 
ability  to  obtain  signatures  dated 
timely  at  1/29/09  staff  meeting.  The 
clerical  staff  members  responsible  for 
timely  orders  has  been  educated  in  the 
steps  to  take  to  obtain  signatures 
timely,  and  to  notify  the  AD  if  a 
signature  is  not  obtained  by  day  21 . 
100%  of  all  Licensed  Agency  clinical 
records  will  be  audited  for  compliance 
with  signed  and  dated  physician 
orders.  Results  of  the  100%  audit  will 
be  tracked  and  reported  to  the  PI  and 
PAC  Committees  quarterly. 
Responsible  party(s):  AD,  AE,  clerical 
support  staff;  clinical  field  staff 
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The  governing  authority  or  operator,  as  defined  in 
Part  700  of  this  Title,  of  a  licensed  home  care 
services  agency  shall: 


(I)  appoint  a  quality  improvement  committee  to 
establish  and  oversee  standards  of  care.  The 
quality  improvement  committee  shall  consist  of  a 
consumer  and  appropriate  health  professional 
persons  including  a  physician  if  professional 
health  care  services  are  provided. The  committee 
shall  meet  at  least  four  times  a  year  to: 

(1)  review  policies  pertaining  to  the  delivery  of  the 
health  care  services  provided  by  the  agency  and 
recommend  changes  in  such  policies  to  the 
governing  authority  for  adoption; 

(2)  conduct  a  clinical  record  review  of  the  safety, 
.adequacy,  type  and  quality  of  services  provided 
which  includes: 

(i)  random  selection  of  records  of  patients 
currently  receiving  services  and  patients 
discharged  from  the  agency  within  the  past  three 
months;  and 

(ii)  all  cases  with  identified  patient  complaints  as 
specified  in  subdivision  (j)  of  this  section; 

(3)  prepare  and  submit  a  written  summary  of 
review  findings  to  the  governing  authority  for  v 
necessary  action;  and 

(4)  assist  the  agency  in  maintaining  liaison  with 
other  health  care  providers  in  the  community. 
This  Regulation  is  not  met  as  evidenced  by: 
Based  on  record  review  and  staff  interview,  the 
agency  failed  to  ensure  a  consumer  was  present 
at  the  Quality  Improvement  {QI)  Committee 
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H1036  766.9  (1)  GOVERNING 
AUTHORITY 

The  QI  membership  will  include  two 
(2)  consumer  members  to  ensure  the 
presence  of.one  at  each  QI  meeting 
going  forward.  The  consumer  will  be 
notified  in  advance  of  the  scheduled 
.  meeting  for  ability  to  accept  the 
position  on  the  committee. 
This  Agency  understands  the 
importance  of  compliance  with 
regulatory  guidelines  and  the 
importance  of  maintaining  quality 
services  and  adequate  care .  The  QI 
committee  will  be  complete  with  all 
members  as  dictated  by  the  regulation. 
Two  consumers  have  been  identified 
and  agreed  to  the  role  of  consumer  for 
the  QI  meetings  with  one  to  attend  and 
one  to  be  available  on  a  coverage 
basis. 

The  AD  will  be  responsible  to  give 
ample  time  to  notify  all  members  of 
the  QI  Committee  of  the  scheduled 
date  and  time  of  the  meetings  for 
attendance  of  all  members. 
Completed  and  signed  attendance 
sheets  will  be  presented  to  the  PAC 
committee  quarterly. 
Responsible  party(s):  AD 
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Continued  From  page  9 
meetings. 

Failure  to  ensure  the  Quality  Improvement 
Committee  performs  the  required  functions 
places  patients  at  risk  for  receiving  poor  quality 
services,  unsafe  and  inadequate  care. 

The  finding  is: 

The  Ql  minutes  from  meetings  dated  "5/16/08, 
7/31/08  and  1/25/08"  do  not  have  documented 
evidence  of  consumer  attendance. 

On  January  14,  2009  at  2:00  PM,  the  Assistant 
Director  was  interviewed  and  stated:  "We're 
actually  getting  two  new  consumers  for  that 
reason.  So,  we  don't  have  that  problem. " 

766.11(a)  Personnel 
766.11  Personnel. 

The  governing  authority  oroperator  shall  ensure 
for  all  health  care  personnel: 

(a)  the  development  and  implementation  of 
written  personnel  policies  and  procedures,  which 
are  reviewed  at  least  annually  and  revised  as 
necessary. 

This  Regulation  is  not  met  as  evidenced  by: 
Based  on  record  review  and  staff  interview,  the 
agency  failed  to  revise  the  Criminal  History 
Background  Check  Policy  and  Procedure. 

Failure  to  revise  the  Criminal  History  Background 
Check  Policy  and  Procedure  fails  to  inform  the 
agency  authorized  person  of  the  procedure  for 
background  checks. 

The  finding  is: 
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H1302  766.11  (a)  PERSONNEL 

The  agency  has  reviewed  and  revised 
it's  CHRC  policy  (See  attachment  #1) 
to  include  all  the  recent  updates, 
including  the  statement  of  the 
temporary  employee  will  be 
supervised  weekly  pending  the  results 
of  the  criminal  history  background 
check. 

This  office  has  not  hired  any 
paraprofessional  personnel  since 
2005,  so  there  are  no  personnel  issues 
with  the  CHRC  process  since  2005. 
The  policy  has  been  updated  as  well 
as  a  process  put  in  place  for  the- 
occasion  of  a  newly  hired 
paraprofessional  person.  (See 
attachment  #2) 
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Continued  From  page  10 

The  agency:  "Background  Investigations"  does 
not  include  documented  evidence  of  informing 
personnel  that  temporary  employees  are  to  be 
supervised  weekly  pending,  the  results  of  the 
criminal  history  background  check. 

On  January  14,  2009  at  3:26  PM,  the  Assistant 
Director  was  interviewed  and  did  not  provide  an 
explanation. 


H1302 


All  staff  directly  involved  in  the  hiring 
and  supervision  of  the  temporary 
employees  will  be  educated  on  the 
policy  updates  at  the  mandatory  staff 
meeting  on  1/29/09. 
Quarterly  reports  to  the. PI  and  PAC 
Committee  regarding  the  status  of  any 
temporary  employee  and  the 
compliance  with  the  supervision 
process  until  the  background  check  is 
complete  will  be  documented. 
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STATE  OF  NEW  YORK 
DEPARTMENT  OF  HEALTH 

Metropolitan  Area  Regional  Office 

90  Church  Street     New  York,  NY  10007 

Richard  F.  Daines,  M.D.  '  ■  Wendy  E  Saunders 

Commissioner  ■    Executive  Deputy  Commtssioner 

June  16,  2009 


Gentiva  Health  Services 

Attn:  Michele  D.  Rosenblum,  Administrator 

50  Court  Street,  #1202 

Brooklyn,  NY  11201 

Re:  Response  to  Plan  of  Correction 
Survey  Date:  May  26,  2009 
License:  #33-7425 

Dear  Ms.  Rosenblum: 

Please  be  advised  that  the  Plan  of  Correction  relating  to  the  recent 
Recertification  Survey  of  your  agency  have  been  reviewed  by  this  office. 

All  items  were  found  to  be  acceptable  and  it  is  expected  that  you  will  implement 
this  plan  within  the  time  frames  that  were  submitted.  A  post  approval  review  will 
be  conducted  to  verify'  the  correction  of  deficiencies. 

If  you  have  any  questions  regarding  this  matter,  please  contact  (212)  417-5888. 


Cheryl  Phoenix-Tannis,  RN,  MSN,  CS 
Program  Manager 
Home  Health  and  Hospices  Services 
Metropolitan  Area  Regional  Offices 


/it 


GENT  IV  A* 


June  9,  2009 


Ms.  Cheryl  Phoenix-Tannis 

Program  Manager,  Home  Health  and  Hospice  Services 
State  of  New  York  Department  of  Health 
Metropolitan  Area  Regional  Office 
90  Church  Street 
New  York,  NY  10007 


RE:  Plan  of  Correction  in  Response  to  Re-Certification  Survey 

License:  33-7425 
Survey  Date:  May  26,  2009 


Dear  Ms.  Phoenix-Tannis, 

Please  find  enclosed  the  detailed  Plan  of  Correction  in  response  to  the  survey  by 
the  Department  of  Health  on  May  26,  2009  for  Gentiva  Health  Service,  Brooklyn,  NY. 

If  you  have  questions  or  require  additional  information,  please  contact  me  at  718- 
237-2389.  We  look  forward  to  hearing  from  you. 


Sincerely, 


Michele  D.  Rosenblum,  R.N. 

Administrator 

Gentiva  Health  Services 


50  court  St.  •  #1202  *  brooklyn,  ny  11201 
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INITIAL  COMMENTS  G  000 


A  Recertification  Survey  was  conducted  at 
Gentiva  Health  Services  on  May  20  through  May 
26,  2009. 

i     '  . 

Eleven  (11)  clinical  records  were  reviewed  and 
identified  as  Patients  #1  through  #11. 

Four  (4)  home  visits  were  made  to  Patients  #4, 
#5,  #6  and  #7. 

Seven  (7)  personnel  records  were  reviewed  and 
identified  as  Employees  #1  through  #7. 
484.55(c)  DRUG  REGIMEN  REVIEW 

The  comprehensive  assessment  must  include  a 
review  of  all  medications  the  patient  is  currently 
using  in  order  to  identify  any  potential  adverse 
effects  and  drug  reactions,  including  ineffective 
drug  therapy,  significant  side  effects,  significant 
drug  interactions,  duplicate  drug  therapy,  and 
noncompliance  with  drug  therapy. 
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This  STANDARD  is  not.  met  as  evidenced  by:  j 

Based  on  observation,  record  review  and  staff  j 

interview  the  agency  failed  to  document  j 

medications  in  the  plan  of  care  and  maintain  j 

documentation  of  the  medication  dosage.  This  , 

was  evident  for  three  (3)  patients(home  visits)  of  ! 

(11)  eleven  clinical  records  reviewed.  (  Parents  4  j 

,6  and  7)  j 

Failure  to  keep  accurate  patient  medication  j 

dosage  and  document  medications  places  ■ 

patients  at  risk  for  medication  errors  and  poor  j 

quality  of  care.  i 

j 

The  findings  are:  I 
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G337 

Corrective  action  for  those  patients  found 
to  have  been  affected  by  the  deficient 
practice: 

RN  case  managers  will  reconcile  medications 
to  all  medications  in  the  homeland  the  - 
medication  list  for  patients  4,  6,  and  7.  RN 
case  manager  will  call  MD  and  verify  all 
medications.  RN  case  manager  will  prepare 
revised  and  current  medication  list  and 
forward  to  the  MD  for  signature. 
RN  case  manager  will  provide  patient 
education  on  medication  management,  when  ' 
to  call  the  RN  with  changes  and/or  questions 
and  document  education  and  patient  response 
.  to  education  in  the  clinical  record. 
Manager  of  Clinical  Practice  will  case 
conference  and  review  visit  notes  with  RN 
case  manger  to  monitor  that  l  and  2  above 
are  implemented.  Manager  of  Clinical 
Practice  will  provide  interventions  and 
additional  training  if  1  and  2  above  are 
incomplete. 

Manager  of  Clinical  Practice  will  review  all 
visit  notes  for  patients  4,  6.  and  7  and  will 
review  medication  changes  with  RN  case 
manager  during  weekly  case  conference. 
Manager  of  Clinical  Practice  and  RN  case 
manager  will  reconcile  medication  changes  to 
current  medication  list  and  physician  orders. 
RN  case  manager  will  call  MD  with  any 
discrepancies  to  verify  current  medications 
and"  send.curTdnt  medication  list  to  MD. 
Manager  of  Clinical  Practice  will  present 
medication  data  of  patients  4,  6,  and  7  to  the 
Performance  Improvement  Committee  for 
review  and  recommendations. 
Individual  Responsible:  Director  of 
Patient  Services 
Completion  Date: 


6/30/2009 


50RATORY  DIRECTOR'S  OR  PROVIDER/SUPPLIER  REPRESENTATIVE  S  SIGNATURE 
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/  deficiency  statement  ending  with  an  asterisk  (*)  denotes  a  deficiency  which  the  institution  may  be  excused  from  correcting  providing  it  is  determined  that 
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1)  Patient  #4  (Home  Visit)  with  a  start  of  care 
date  of  4/30/09  with  a  diagnoses  of  Fractured 
Femur,  Abnormal  Gait,  Urinary  Incontinence,  and 
Glaucoma. 

During  a  home  visit  on  May  21 ,2009  the  following 
medications  were  observed  in  the  patient's  home: 
"Nasacort  (Triamcinolone  Acetonide)  6.5mg  two 
(2)  sprays  in  each  nostril  at  night". 

The  clinical  record  dated  "4/4/09  to  7/2/09  does 
not  document  the  medication  observed  in  the 
patient's  home.  j 

■J 

On  May  22,  2009  the  Director  of  Patient  Services  j 
was  interviewed  and  stated:  "the  patient's  wife  did  j 
not  mention  this  medication  to  the  nurse."  j 

2)  Patient  #6  (Home  Visit)  with  a  start  of  care  date  \ 
of  2/1/09  with  a  diagnoses  of  Pressure  Ulcer  j 
Heel,  Diabetes;  Congestive  Heart  Failure,  i 
Hypertension,  and  Hyperlipidemia.  j 

During  a  home  visit  on  May  22,  2009  the  following 
medication  was  observed  in  the  patient's  home. 
"Augmentin  875mg  one  tab  P.O  twice  a  day". 

The  plan  of  care  dated  "4/1 1  /09  to  6/9/09 
documents:  "Augmentin  500mg  PO  BID". 

On  May  22,  2009  the  Director  of  Patient  Services 
was  interviewed  and  stated: "  There  is 
documentation  in  the  patient's  chart  that  the  wife 
is  noncompliant  with  the  medication,  we  still  have 
to  check  with  the  nurse  " 

3)  Patient  #7  (Home  Visit)  with  a  start  of  care 
date  of  4/9/09  with  a  diagnoses  of  Cancer  of  the 
Esophagus,  Hypertension,  Abnormal  Gait,  and 
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PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULO  BE 
CROSS-REFERENCEO  TO  THE  APPROPRIATE 
OEFICIENCY) 


How  will  agency  identify  other  patients 
.  having  the  potential  to  be  affected  by  the 
same  deficient  practice  and  corrective 
.actions  to  be  taken? 

1 .  Manager  of  Clinical  Practice  will  review  all 
current  patients  and  new  admissions  for  the 
clinicians  identified  in  the  care  of  patients  4, 
6,  and  7  during  a  case  conference,  focusing 
on  the  medication  lists,  physician  order  and 
review  of  medications  in  the  home  by  the  KN 
case  manager  and  PT. 

2.  Manager  of  Clinical  Practice  will  document 
case  conference  and  results. 

3.  Manager  of  Clinical  Practice  will  review  visit 
notes  and  focus  on  documentation  of 
medication  changes. 

4.  Manager  of  Clinical  Practice  will  I  randomly 
call  patients  of  clinicians  identified  in  care  of 
patient  4,  6,  and  7  to  review  medications  and 
verify  accuracy  of  medication 
documentation. 

5 .  Manager  of  Clinical  Practice  will  present 
;        medication  data  of  current  and  new 

j        admissions  for  clinicians  identified  in  the 
i        care  of  patients  4,  6,  and  7  to  the 
|        Performance  Improvement  Committee  for 
|        review  and  recommendations. 

Individual  Responsible:  Director  of  Patient 
Services 

Completion  Date: 

What  measures  will  be  put  in  place  and/or 
what  systemic  changes  will  be  made  to 
ensure  that  deficient  practice  does  not 
recur:  >      :      ;      '      '  1 

Director  of  Patient  Services  will  train  all 
clinical  staff  on  medication  assessment, 
review,  coordination  and  documentation  at 
the  regularly  scheduled  staff  meeting. 
Medication  review  and  documentation  and 
the  progress  towards  improvement  will  be 
standard  agenda  item  at  regularly  scheduled 
staff  meetings  through  the  next  quarter, 
ending  September  30  2009. 
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Hyperlipidemia. 

During  a  home  visit  on  May  22,  2009,  the 
following  medications  were  observed  in  the 
patient's  home:  "Combigan  5ml  (  Brimonidine 
Tartrate)  one  drop  in  both  eyes  twice  a  day, 
Bacitracin  Ophthalmic  Ointment  500  units  apply  . 
1/4  inch  in  both  eyes  prn  when  become  red". 

The  plan  of  care  dated:  "4/9/09  to  6/7/09  does 
hot  document  the  medications  observed  in  the 
patient's  home.  ' 

On  May  22,  2009  the  Director  of  Patient  Services 
was  interviewed  and  stated: "  We  have  to  check 
with  the  nurse.  The  aide  accompanies  the  patient 
to  his  Doctors  appointments  and  forgets  to 
mention  the  additional  medication  to  the  nurse." 
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PROVIDER  S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


Evidence  of  training  will  be  maintained  in 
staff  personnel  files. 

All  PT  only  cases,  unless  otherwise  ordered 
by  the  physician,  will  be  initially  assessed  by 
and  RN  case  manager. 
All  PT  only  patients'  medications  will  be 
reviewed  by-PT  and  Manager  of  Clinical 
Practice  and  patients  will  be  called  to  verify 
medications.  If  indicated,  MD  will  be 
notified  and  sent  revised  medication  list. 
Individual  Responsible:  Director  of  Patient 
Services 

Completion  Date: 

How  the  corrective  action  will  be. 
monitored  to  ensure  that  the  deficient 
practice  will  not  recur;  i.e.,  what  quality 
assurance  program  will  be  put  in  place? 

Administrator  will  report  on  the  deficiencies 
cited  during  the  recertification  survey  and  the 
agency  response  at  the  July,  2009 
Performance  Improvement  Committee 
meeting. 

Administrator  will  incorporate  Effective 
Drug  Regimen  Review  as  a  standard 
indicator  into  the  Performance  Improvement 
Plan. 

Director  of  Patient  Services  will  collect  Drug 
Regimen  Review  data  as  part  of  the  clinical 
record  review  process  and  data  will  be 
presented  to  the  Performance  Improvement 
Committee. 

Review  and  recommendations  by  the 
Performance  Improvement  Committee  will 
be  recorded  in  the  minutes  and: presented  jit 
the  staff  meeting  following  the  Performance 
Improvement  Committee  meeting  in  July, 
2009. 

Individual  Responsible:  Administrator 

Completion  Date: 
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H  000 


H1036 


Initial  Comments 

A  State  Re-Licensure  survey  was  conducted  at 
the  agency  on  9/29/09  and  10/1/09. 

Four  (4).  patient  care  records  were  reviewed  and 
I  are  identified  as  Patients  #1  through  #4. 

Eight  (8)  personnel  records  were  reviewed  and 
are  identified  as  Employee  #1  through  #8. 

766.9(1)  Governing  authority 

Section  766.9  Governing  authority. 

The  governing  authority  or  operator,  as  defined  in 
Part  700  of  this  Title,  of  a  licensed  home  care 
services  agency  shall: 


(I)  appoint  a  quality  improvement  committee  to 
establish  and  oversee  standards  of  care.  The 
quality  improvement  committee  shall  consist  of  a 
consumer  and  appropriate  health  professional 
persons  including  a  physician  if  professional 
health  care  services  are  provided. The  committee 
shall  meet  at  least  four  times  a  year  to: 

(1)  review  policies  pertaining  to  the  delivery  of  the 
health  care  services  provided  by  the  agency  and 
recommend  changes  in  such  policies  to  the 
governing  authority  for  adoption; 

(2)  conduct  a  clinical  record  review  of  the  safety, 
adequacy,  type  and  quality  of  services  provided 
which  includes: 

(i)  random  selection  of  records  of  patients 
currently  receiving  services  and  patients 
discharged  from  the  agency  within  the  past  three 
months;  and 
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Corrective  Action 

Effective  immediately 
a  calendar  has  been 
established  for  future 
meetings 

A  meeting  took  place 
on  08/04/09  and  at  the 
time  of  the  survey  the 
minutes  had  not  been  ' 
typed  and  are  now 
attached. 

Effective  immediately 
a  consumer  has  been 
identified  and  will 
attend  all  future  -' 
meetings  effective 
with  the  11/18/2009  ••" 
meeting. 


10/23/09 
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(ii)  all  cases  with  identified  patient  complaints  as 
specified  in  subdivision  (j)  of  this  section;. 

!  (3)  prepare  and  submit  a  written  summary  of  . 
;  review  findings  to  the  governing  authority  for 
!  necessary  action;  and 

! 

!  (4)  assist  the  agency  in  maintaining  liaison  with 
I  other  health  care  providers  in  the  community, 
j  This  Regulation .  is  not  met  as  evidenced  by: 
!  Based  on  record  review  and  interview,  the 
i  Governing  Authority  (GA)  failed  to  ensure  that  the 
!  Ql  committee  meets  four  (4)  times  a  year;  is 
|  attended  by  the  required  members  arid  the 
'  committee  review  active  patient  care  records, 
j  discharged  patient  records,  and  policies  and 
j  procedures. 

Failure  to  ensure  that  the  Ql  committee  meets 
four  (4)  times  a  year,  consists  of  the  required 
members. and  performs  the  required  tasks  places 
;  patients  at  risk  for  receiving  poor  quality  care.. 

;  The  findings  are: 

I  The  Ql  meeting  minutes  document  the  Ql 
|  committee  met  two  (2)  times  in  2009  and  one  (1) 
j  time  in  2008.  The  Ql  meeting  minutes  document 
j  meetings  on  "1/29/08,  2/13/09,  and  4/28/09". 

|  The  Ql  meeting  minutes  dated  "1/29/08,  2/13/09, 
I  and  4/28/09"  lack  documentation  of  consumer 
i  attendance. 

The  Ql  meeting  minutes  dated  "1/29/08"  lacks 
documentation  of  physician  attendance. 

The  Ql  meeting  minutes  dated  "1/29/08,  2/13/09, 
and  4/28/09"  lack  documentation  of  patients 
discharged  from  the  agency  and  review  of 
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The  meeting  of 
1/29/2008  was 
attended  by  the 
physician  who  failed 
to  sign  the  attendance 
sheet.  Effective 
immediately  all  future 
attendance  sheets  will 
audited  for  physician 
signature. 
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Patients  discharged 
from  the^  agency  are 
identified  by  printing 

a  discharge  report  and 
a  clinical  record 
review  is  conducted 
and  the  outcomes  of 
the  review  are 
reported  to  the 
committee. 
Additionally  a 
random  selection  of 
active  patients  shall 
be  made  prior  to  each 
meeting  and  the  
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H1036 ;  Continued  From  page  2 
!  policies  and  procedures. 


During  interview  with  the  Area  Vice  President 
(AVP)  10/1/09,  the  AVP  did  not  provide  the 
documented  information  and  stated  "the  Director 
of  Clinical  Services  (DCS)  was  working  on  the 
QA  minutes  the  DCS  is  away  on  vacation". 


H1 142|  766. 9(o)  Governing  Authority 

Section  766.9  Governing  authority 


( 


(0)  Health  Provider  Network  Access  and 
Reporting  Requirements.  The  governing  authority 
or  operator  of  an  agency  shall  obtain  from  the 
Department '  s  Health  Provider  Network  (HPN), 
HPN  accounts  for  each  agency  that  it  operates 
and  ensure  that  sufficient,  knowledgeable  staff 
will  be  available  to  and  shall  maintain  and  keep 
current  such  accounts.  At  a  minimum,  twenty-four 
hour,  seven-day  a  week  contacts  for  emergency 
communication  and  alerts,  must  be  designated  by 
each  agency  in  the  HPN  Communications 
Directory.  A  policy  defining  the  agency  '  s  HPN 
coverage  consistent  with  the  agency  '  s  hours  of 
operation  shall  be  created  and  reviewed  by  the 
agency  no  less  than  annually.  Maintenance  of 
each  agency '  s  HPN  accounts  shall  consist  of, 
but  not  be  limited  to,  the  following: 

(1)  sufficient  designation  of  the  agency  '  s  HPN 
coordinator(s)  to  allow  for  HPN  individual  user 
application; 

(2)  designation  by  the  governing  authority  or 
operator  of  an  agency  of.sufficient  staff  users  of 
the  HPN  accounts  to  ensure  rapid  response  to 
requests  for  information  by  the  State  and/or  local 
Department  of  Health; 
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record  audited  for 
compliance.  The 
results  of  these  audits 
will  be  reported  to  the 
committee 

■  yM 


Policies  and 
procedures  are  '! 
reviewed  every 

quarter         ^  •• 
and  have  been  added 

to  the  agenda  as  an 
ongoing  agenda  item 
to  assure  compliance 
with  the  standard 

H1036 

On  a  quarterly  basis 
the  activities  of  the 
quality  improvement 
committee  will  be 
monitored  to  assure 
compliance  with. 
Consumer  attendance 

Physician  attendance 
as  evidenced  by 
signature  on  the 
attendance  sheet 
A  review  of  clinical 
record  review  for  both 
discharged  and  active 
patients. 

A  review  of  policies 
pc  presented  to  review 
and  discuss. 


Hi 
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H  1.1 42  |  Continued  From  page  3 

;  (3)  adherence  to  the  requirements  of  the  HPN 
i  user  contract;  and 


i  (4)  current  and  complete  updates  of  the 
Communications  Directory  reflecting  changes 
that  include,  but  are  not  limited  to,  general 
information  and  personnel  role  changes  as  soon 
as  they  occur,  and  at  a  minimum,  on  a  monthly 
basis. 


i  This  Regulation  is  not  met  as  evidenced  by: 
!  Based  on  record  review  and  staff  interview,  the  ' 
|  Governing  Authority  (GA)  failed  develop  a 

j  complete  Health  Provider  Network  (HPN)  policy. 

i 

!  Failure  to  ensure  daily  access  to  the  HPN  places 

i  the  agency  at  risk  for  not  being  aware  of 

|  information  necessary  to  provide  quality  care, 

i  '  . 

i  The  findings  are: 

| 

!  The  agency  HPN  policy  failed  to  identify  the 
!  following:  An  updated  directory  on  HPN; 
j  A  HPN  policy  specifying  contact  frequency. 

j  ' 

1  The  agency  HPN  policy  lacks  documentation  of 
j  the  specific  frequency  of  accessing  the  HPN  by 
'  the  designated  agency  staff. 


During  an  interview  with  the  back  up  HPN 
Coordinator  on  10/1/09,  the  Coordinator  stated 
she  was  logging  on  to  the  HPN  once  a  week. 

During  the  pre-survey  preparation  on  9/28/09,  the 
HPN  Communication  Directory  was  accessed  for 
the  names  of  designated  HPN  Coordinator 
contact  persons. 

Information  obtained  onsite  contradicted  the 
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An  addendum  to  the 
disaster  policy  is 
attached  for  review 
and  addresses  the 
issues  of  verifying 
contact  information 
and  also  that  daily 
contact  is  made  with 
the  HPN  site. 


.10/23/09 


PG3N11 


If  continuation  sheet  4  of  5 


PRINTED:  10/07/2009 
FORM  APPROVED 


New  York  State  Department  of  Health 


STATEMENT  OF  DEFICIENCIES 
AND  PLAN  OF  CORRECTION 


(X1)  PROVIDER/SUPPLIER/CLIA 
IDENTIFICATION  NUMBER: 


LC0806C 


(X2)  MULTIPLE  CONSTRUCTION 

A.  BUILDING   ; 

B.  WING  ;  


(X3)  DATE  SURVEY 
COMPLETED 


10/01/2009 


NAME  OF  PROVIDER  OR  SUPPLIER 
GENTIVA  HEALTH  SERVICES  -  WHITE  PLAINS 


STREET  ADDRESS,  CITY,  STATE,  ZIP  CODE 

7-11  S  BROADWAY  #104 
WHITE  PLAINS,  NY  10601 


(X4)  ID 
PREFIX 
TAG 


SUMMARY  STATEMENT  OF  DEFICIENCIES 
(EACH  DEFICIENCY  MUST  BE  PRECEDED  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


H1 142  j  Continued  From  page  4 

information  from  the  HPN  Directory. 


During  an  interview  with  the  Area  Vice  President 
(AVP)  on  10/1/09,  the  AVP  did  not  provide  an  . 
explanation  for  the  finding. 
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a  log  has  been 
developed  and  each 
day  the  designated 
person  will  sign  onto 
HPN  and  sign  the  log 
indicating  the  same. 
This  log  is  attached. 


Every  month  the 
HPN  coordinator  will 
sign  on  to  the  site  and 
confirm  the  contact 
information  is  correct 
and  submit  this  to  the 
DOH.  This  process 
will  be  documented  in 
a  log  which  is 
attached. 


To  assure  there  is  no 
recurrence  the  logs 
will  be  reviewed 
monthly  for 
compliance  with  the 

policy. 
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H000!  Initial  Comments 


A. Re-Licensure  Survey  and  Home  Health  Aide 
Training  Program  (HHATP)  Survey  were  . 
conducted  at  Premier  Home  Health  Care 
Services  on  07/09/09  and  07/1 0/09. 


I 


.    |  Eleven  (11)  Patient  Care  Records  reviewed  and 
j  identified  as  Patients  #1  to  #1 1 . 

!  Two  (2)  Home  Visits  were  made  to  Patients  #1 
'and #4.  .  ' 

j'.Ten  (10)  Personnel  Records  reviewed  and 
i  identified  as  Employees  #1  to  #10. 

\  One  (1)  HHATP  record  reviewed  and  identified  as 

i  Trainee  #1'.- 

i  - 
I 

H  404;.  766.3(b)  Plan  of  care 

i  , 

:'  766.3  Plan  of  care. 

'  i  The  governing  authority  or  operator  shall  ensure 
i  that: 


H  000 


(b)  a  plan  of  care  is  established  for  each  patient 
based  on  a  professional  assessment  of  the 
patient's  needs  and  includes  pertinent  diagnosis, 
prognosis,  mental  status,. frequency  of  each 
service  to  be  provided,  medications,  treatments, 
diet  regimens,  functional  limitations  and 
rehabilitation  potential. 
This  Regulation  is  not  met  as  evidenced  by: 
Based  on  record  reviews,  home  visits  (HV)  and 
staff  interview,  the  home  care  agency  failed  to 
develop  plans  of  care  which'  specified  the  type  of 
services  home  health  aide  (hha)  or  personal  care 
aide  (PGA))  to  be  provided  to  the  patient.  This 
was  evident  in  seven  (7)  of  eleven  (Inpatient 
care  records  reviewed  (Patients  f^C^-^'i.pAf 
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I.  Corrective  action  for  those  patients 
found  to  be  affected  by  the  deficient 
practice: 

Patient  #1  has  been  discharged;  last  day 
of  service  was  7/17/09. 

Patient  #4  -  Interim  orders  were  sent  to 
physician  on  identifying  paraprofessional 
level  of  care  as  H11A. 

Patient  #10  -  Interim  orders  were  sent  to 
the  physician  on  fur  signature  identifying 
the  paraprofessional  level  of  care  as  PCA. 

Patient  #2  -  Interim  orders  were  sent  to 
tilt  physician  fur  signature  identifying  the 
paraprofessional  level  of  care  as  PCA. 

Patient  #3  —  Interim  orders  were  sent  to 
the  physician  for  signature  identifying  the 
paraprofessional  level  of  care  as  PCA. 
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Failure  to.ensure  that  the  nursing  staff  develop 
the  Plan  of 'Care  which  specifies  the  type  of 
services  (hha  or  PCA)  to  be  provided,  places  the 
:  patients  at  risk  for  unmet  patient  care  needs. 

The  findings  are: 

1)  Patient  #1  (HV)  has  an  admission  date  of 
"5/30/09"  with  diagnoses  of  CAD  (Coronary  Artery 
Disease)  and  Renal  Failure. 

The  "Plan  of  Treatment"  (the  agency  Plan  of 
Care)  dated  "5/30/09  -  1 1  /30/09"  documents  . ' 
orders  for:  "H  HA/PC  A"  (home  health 
aide/Personal  Care  Aide)  frequency:  5-7  days 
per  week  x  4  -  9  hours  a  day. 

There  is  no  documentation  to  identify  the  level  "of 
paraprofessional  services  that  the  patient  is 
receiving  from  the  agency. 

During  home  visit  on  7709/09,  the  aide  was 
interviewed  and  stated  that  he  is  working  in  the  .. 
capacity  as  a  home  health  aide  on  the  case." 

2}  Patient  #4  (HV)  has  an  admission  date  of 
"05/31/07"  with  the  diagnoses  including  Olivo 
Ponto  Cerebellar  Atrophy  and  Non-Insulin 
Dependent  Diabetes  Mellitus. 

The  "Plan  of  Treatment"  (the  agency's  Plan  of 
Care)  dated  "05/31/09  -  11/30/09"  documents, 
orders  for :  "HHA/PCA"  seven  (7)  days,  six  (5)  to 
twelve-(12)  hours  a  day." 

There  is  no  documentation  to  identify  the  specific 
level  of  paraprofessional  services  (  hha  or  PCA) 
that  the  patient  is  receiving  from  the  agency. 
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Patient#ll  -  Interim  orders  were  sent  to 
the  physician  for  signature  identifying  the 
paraprofessional  level  of  care  as  PCA. 

Patient  #6—  Interim  orders  were  sent  to 
the  physician  for  signature  identifying  the 
paraprofessional  level  of  care  as  PCA. 

All  interim  orders  were  sent  to  MD  on 
7/22/09. 

The  Field  Nurse  Supervisor  and  Office 
Administrator  will  audit  all  applicable 
physician  orders  for  compliance  with 
correct  identification  of  paraprofessional 
level  of  service  and  completion  of  the  Plan 
of  Treatment.  An  amendment  to  the  POT 
will  be  sent  to  the  physician  with  any 
items  identified  as  missing  on  the  POT. 

II.  Identification  of  other  patients  having 
the  potential  to  be  affected  by  the 
deficiency  and  what  corrective  action  will 
be  taken: 

All  case  managed  patients  are  affected  by 
this  regulation. 

L  As  of  8/28/09,  there  are  a  total  of  129 
case  managed  cases.  The  agency  will 
perform  100%  audit  of  the  balance  of  the 
current  population  cf  case  managed  cases. 
Next  quarter  (Oct/Nov/Dec),  the  agency 
will  audit  alt  new  case  managed  cases 
going  out. 

2.  Based  on  the  audit  findings,  if  100% 
arc  found  to  be  complete  then  the  audit  % 
will  be  reduced  to  10%  quarterly. 

3.  Clinical  Record  audit  tool  will  be  revised 
to  reflect  level  of  paraprofessional  service 
indicated  HHA/PCA. 
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\  During  home  visit  on  7/10/09,  the  aide  was 
;  interviewed  and  stated  that  she  was  working  in 
I  the  capacity  of  a  PC  A. 

i 

j  3)  Patient  #10  has  an  admission  date  of     :  ' 
;  "1/19/09"  with  diagnoses  including  Hypertension, 
i  Depression,  Psychosis,  and  Chronic  Obstructive 
Pulmonary  Disease. 


The  'Plan  of  Treatment"(the  agency's  Plan  of 
Care)  dated  "4/27/09  -  6/26/09"  includes  orders 
for  disciplines  and  treatment  for  "HHA/PCA" 
seven  (7)  dayslive-in  services. 

.  \  There  is  no  documentation  to  identify  the  specific 
'.  level  of  paraprofessional  services  (  hha  orPCA) 
j  that  the  patient  is  receiving  from  the  agency, 

i 

1  4)  Patient  #2  has  an  admission  date  of 

t  "12/12/08"  with. the  diagnosis  of  Breast  Cancer. 

i 

!  The  "Plan  of  Treatment"  (the  agency's  Plan  of 
|  Care]  dated  "06/12/09 .-  12/12709"  includes  orders 
I  for  disciplines  and  treatment  for  "HHA/PCA"  Five 
;  (5)  to  seven  (7)  days,  two  (2)  to  four  (4)  hours  a 
■  day. 

|    '   .  .. 

|  There  is  no  documentation  to  identify  the  specific 
j  level  of  paraprofessional  services  (  hha  or  PCA) 
;  that  the  patient  is  receiving  from  the  agency. 

|  5)  Patient  #3  has  an  admission  date  of  "1/02/07" 
I  with  the  diagnoses  including  Cerebral  Vascular 
[  Accident  and  Hypertension. 

I  •  . 

i  The  "Plan  of  Treatment"  ( the  agency's  Plan  of 
;  Care)  dated  "07/02/09  -  01/02/09"  documents 
;  orders  for:  "HHA/PCA"  seven  (7)  days  live-in 
I  services. 
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III.  Measures  that  will  be  put  in  place  tu 
ensure  that  the  deficient  practice  will  not 
reoccur: 

1.  The  Director  of  Clinical  Services  will  be 
responsible  for  overseeing  the  audit 
process  and  then  the  Office 
Administrator  muving  forward. 

2.  The  485  Plan  uf  Treatment  indicating 
the  paraprufcssiunal  level  of  services  is 
included  in  the  agency  RN  orientation  fur 
all  new  hires. 

3.  Current  FNS's  were  reoriented  on  the 
485/Plan  uf  Treatment  form  and  level  of 
appropriate  completion  thereof. 

IV.  How  will  the  corrective  action  be 
monitored  to  ensure  the  deficient  practice 
will  not  reoccur? 

As  is  company  practice,  all  new  KN's  will 
.  continue  to  be  oriented  to  the  485/Plan  of 
Treatment  during  the  new  hire 
orientation  process  prior  to  beginning 
field  work. 

1.  As  of  8/28/09,  there  are  a  total  of  129 
case  managed  cases.  The  agency  will 
perform  100%  audit  of  the  balance  of  the 
current  population  of  case  managed  cases. 
Next  quarter  (Oct/Nov/Dcc),  the  agency 
wilt  audit  all  new  case  managed  cases 
going  out.  ■ 

2.  Based  on  the  audit  findings,  if  100% 
arc  found  to  be  complete  then  the  audit  % 
will  be  reduced  tu  10%. 
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I 

i  There  is  no  documentation  to  identify  the  specific 
|  level  of  paraprofessional  services  (  hha  or  PCA) 
:  that  the  patient  is  receiving  from  the  agency. 


6)  Patient  #1 1  has  ah  admission  date  of 
"12/12/08"  with  the  diagnoses  including  Cerebral 
Anoxia  and  Depression. 

The  "Plan  of  Treatment"  ( the  agency's  Plan  of  " 
Care)  dated  "06/12/09  -  12/12/09"  documents 
includes  orders' for  "HHA/PCA"  four  (4)  to  seven 
(7)  days,  four  (4)  to  eight  (6)  hours  a  day.' 


j  There  is  no  documentation  to  identify  the  specific 
i  level  of  paraprofessional  services  (  hha  or  PCA) 
that  the  patient  is  receiving  from  the  agency. 

7)  Patient  #6  has  an  admission  date  of- 
"04/13/09"  with  the  diagnoses  including  Dementia 
and  Hypertension.  ' 

The  "Plan  of  Treatment" .( the  agency's  Plan  of 
Care)  dated  "04/13/09  -  10/13/09"  documents 
orders  for:  "HHA/PCA"  five  (5)  to  seven  (7) 
days,  six  (6)  to  eight  (8). hours  a  day. 

There  is  no  documentation  to  identify  the  specific 
level  of  paraprofessional  services  (  hha  or  PCA) 
that  the  patient  is  receiving  from  the  agency. 

During  interview  with  the  Director  of  Clinical 
Servjces.(DCS)  and  Regional  Area  Manager  on 
7/09/09  at  2:1 5PM,  the  survey  findings  were  . 
reviewed  for  Patients  #2,  #3,  #4,  #6  and  #1 1 .  The 
DCS  stated  that  the  nurses  should  be  identifying 
the  level  of  aide' service  whether  it's  a  hha  or 
PCA.  The  DCS  further  stated  that  the  agency 
revised  the  Plan  of  Treatment  forms  back  in 
March  of  this  year  to  reflect  "H  HA/PC  A" : 
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Based  on  the  structure  established  by  the 
governing  authority,  audit  results  will  be 
documented  on  the  Branch,  Regional  and 
Corporate  QI  Summary  Forms.  Results 
will  be  reviewed  by  the  Office 
Administrator  and  Director  of  Clinical 
Services.  Findings  will  be  reported  at  the 
Branch,  Regional  and  governing 
authority  Corporate  QI  Committee 
meetings  and  reflected  in  the  minutes. 
The  VP  of  Operations,  Office 
Administrator  and  Director  of  Clinical 
Services,  based  on  the  findings  will 

determine  if  the  system  is  effective  and 
make  any  revisions  as  necessary. 

Persons  responsible  for  the  corrections 
and  ongoing  compliance  are: 

Field  Nurse  Supervisors 
Regional  Office  Administrator 
Director  of  Clinical  Services 
VP  of  Operations 

Completion  date:  9/30/09 
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H  .618  766.5(b)(3)  Clinical  supervision 

■  766,5  Clinical  supervision.  The  governing 
authority  shall  ensure  for  all  health  cars  services 
•  :  that: 


(b)  all  staff  delivering  care  in  patient  homes  are 
adequately  supervised.  The  department  shall 
consider  the  following  factors  as  evidence  of 
adequate  supervision: 


i  (3)  clinical  records  are  kept  complete  and 
.;  changes  in  patient  condition,  adverse  reactions, 
!  and  problems  with  informal  supports  or  home 
;  environment  are  charted  promptly  and  reported  to 
:  supervisory  staff. 

\  This  Regulation  is  not  met  as  evidenced  by: 
i  Based  on  record  reviews  and  staff  interview,  the 
:  agency  failed  to  maintain  complete  patient  care 
]  records  and  ensure  thatthe  home  health  aide 
:  (hha)  and  the  personal  care  aide  (PCA) 
;  document  according  to  the  aide's  "Plan  of  Care" 
i.  (written  instructions).  This  was  evident  in  four  (4) 
;  of  eleven  (1 1)jDatienLcare  records  reviewed. 
|  (Patients^<^^^nd^9r^ 

|  Failure  to  ensure  that  the  home  health  aides  and 

i  personal-care  aides  document  the  tasks 

!  performed  according  to  written  instructions  places 

!  the  patients  at  risk  for  poor  patient  outcomes. 

i  ■  . 

|  The  findings  are:  '  ■ 

I  1 )  Patient  #1  -  admitted  to  the  agency  on  ■ 

!  "5/30/09"  with  diagnoses  of  CAD  (Coronary  Artery 

|  Disease)  and  Renal  Failure. 

I  The  Plan  of  Care  signed  by  the  physician  on 
j  "5/11/09"  documents  orders  for:  "HHA/PCA" 
!  (home  health  aide/Personal  Care  Aide}  • 
■  "frequency:  Days  per  week  5  to  7  Hours  per  day  4 
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PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


I        (XS)  . 
!  COMPLETE 
!  DATE 


1.  Corrective  action  for  those  patients 
found  to  be  affected  by  the  deficient 
practice: 

1 .  Office  Administrator  (OA)  was 
'  counseled  on  7/22/1)9  regarding 

apprupriatc  branch  oversight  of  patient 
records. 

2.  Field  Nurse  Supervisors  were 
counseled  by  Office  Administrator  on 
7/22/09  regarding  appropriate  review  of 
time  sheets. 

3.  Patient  #1  was  discharged  on  7/17/09. 
HHA  was  reoriented  regarding 
appropriate  documentation  on  duty 
sheets  to  reflect  plan  of  care.  ' 

Patient  #8  -  HHA  was  reoriented 
regarding  appropriate  documentation  un 
■  duty  sheets  to  reflect- plan  of  care 

Patient  #5  -  PCA  was  reoriented 
regarding  apprupriate  documentation  on 
duty  sheets  to  reflect  plan  of  care 

Patient  #9  -  HHA  was  reoriented 
regarding  apprupriatc  documentation  on 
duty  sheets  to  reflect  plan  of  care. 

All  counseling  and  re-oricntaticn  was 
completed  by  Office  Administrator  on 

7/22/09. 

11.  Identification  of  uther.paticnts  having 
the  potential  to  be  affected  by  the 
deficiency  and  what  currcctive  actiun  will 
betaken:  • 

All  case  managed  patients  arc  affected  by  I 
this  regulation.  j 
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;  to  9  Hours  and  days  may  vary  upon  patient 
j  preference "  The  aide  is  to  assist  with  ADLS 
j  (activities  of  daily  living),  and  other  duties  as 
i  directed  by  the  Plan  of  Care. 


The  aide  Plan  of  Care  dated  "5/30/09"  documents 
instructions  to  "assist  with  personal  care,  prepare 
low  salt  meals  as  needed,  encourage  fluid  intake  ' 
...  and  remind  to  take  medication  daily." 


H  618 


i  The  aide. activity  sheets  dated  "6/02/09,  6/03/09, 
j  6/05/09,  6/08/09  -  6/1 0/09  and  6/1 2/09"  jack 
!  documentation  that  the  aide  reminded  the  patient 
;  to  take  medications. 

;  On  7/10/09  at  9:00  AM,  the  Director  of  Clinical 
I  Services  (DCS)  and  Regional.' Area  Manager 
I  (RAM)  were  informed  of  the  survey  findings.  The 
|  DCS  and  the  RAM  did  not  provide  an 
'  explanation. 

:.2)  Patient  #8  -  admitted  to  the  agency  on 

I  "1/24/09"  with  diagnosis  of  Compression  Fracture 

j  of  Back.  ■  .  • 

i  ■ 
i 

j  The  aide  Plan  of  Care""dated  "3/27/09"  and 
!  updated  on  5/27/09  documents  instructions: 
"Personal  Care,  household  tasks,  prepare  and 
serve  low.fat  and  low  salt  diet,  and  remind  to  take 
j  medication."  ... 
i 

j  The  aide  activity  sheets  dated  5/18/09  -  5/22/09 
'  lacks  documentation  that  the  aide  reminded  the 
;  patient  to  take  medications. 

i 

;  On  7/1 0/09  at  9:00  AM,  the  agency's  DCS  and 
i  RAM  were  informed  of  the  findings.  The  DCS 
i  stated  that  "the  nurses  do  review  the  aide  activity 
I  sheets."  No  further  explanation  was  provided. 
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The  clinical  record  audit  tool  will  he 
revised  to  reflect  that  the  HHA/PCA  duty 
sheets  match  HHA/PCA  plan  of  care. 

■  The  Branch  Field  Nurse  Supervisors  will 
audit  100%  of  the  HHA  duty  sheets  and 
compare  them  to  the  HHA  plan  of  care 
for.  private  pay  and  case  managed  cases 
and  initial  that  they  were  reviewed. 

III.  Measures  that  will  be  put  in  place  to 
ensure  that  the  deficient  practice  will  not 
reoccur: 

Field  Nurse  Supervisors  will  review 
HIIA/PCA  duty  sheets  against  the 
HHA/PCA  plan  of  care,  circle 
discrepancies  and  notify  the  HIIA/PCA  of 
the  discrepancies. 

The  HHA/PCA  was  reoriented  regarding 
accurate  documentation  on  duty  sheets  to 
match  the  HHA/PCA  plan  of  care  and 
following  the  HHA/PCA  plan  of  care. 

IV.  How  will  the  corrective  action  he 
monitored  to  ensure  the  deficient  practice 
will  not  reoccur? 

Agency  auditors  will  he  educated  on  the 
change  in  the  audit  tool. 

The  Branch  will  audit  10  clinical  records 
quarterly  for  the  presence  and  accurate 
completion  of  the  HIIA/PCA  duty  sheets. 


QGGV11 


If  continuation  sheet  6  of  20 


> 


New  York.State  Department  of  Health 


PRINTED:  08/17/2009 
FORM  APPROVED 


STATEMENT  OF  DEFICIENCIES 
AND  PLAN  OP  CORRECTION 


(X1)  PROVIDER/SUPPLIER/CLIA 
.   IDENTIFICATION  NUMBER; 


1X2)  MULTIPLE  CONSTRUCTION  ■ 

A.  BUILDING  

0.  WING  


(X3)  date  survey 

COMPLETED 


NAME  OF  PROVIDER  OR  SUPPLIER 
PREMIER  HOME  HEALTH  CARE  SERVICES  IN< 

STREET  ADDRESS.  CITY.  STATE,  ZIP  CODE 

50  CLINTON  STREET  STE  608 
HEMPSTEAD,  NY  11550 

(X4)ID                   SUMMARY  STATEMENT  OF  DEFICIENCIES  . 
PREFIX  I          (EACH  DEFICIENCY  MUST  BE  PRECEDED  BY  FULL  . 
TAG              REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 

ID          !              PROVIDER'S  PLAN  OF  CORRECTION  ^5, 
PREFIX     j          (EACH  CORRECTIVE  ACTION  SHOULD  BE         ;  COMPLETE 
TAG          .       CROSS-REFERENCED  TO  THE  APPROPRIATE       ;  DATE 
DEFICIENCY)                            ,  -. 

H  618;  Continued  From  page-6 

!  3)  Patient  #5  -  admitted  to  the  agency  on 
. :  "1/30/09"  with  diagnosis  of  Hypertension. 

•      The  Plan  of  Care  dated  "01/30/09  -  07/30/09" '  ■ 
■:  documents  orders  for:  "HHA"  (home  health  aide) 
,'"  frequency:  Days  per  week  three  (3)  to  four  (4) 
|  days  three  (3)  to  four  (4)  Hours-a  day.  Aide  to 
■  assist  with  ADLS,  and  personal  care". 

I. The  aiders  Plan  of  Care  dated  "3/30/09  and 

;  5/20/09"  documents  instructions  to  complete  the 

;  task  of  "remind  to  take  medication  daily". 

I  The  aide  activity  sheets  dated  "2/16/09  to 
j  2/27/09,  3/23/09  to  4/24/09,  5/25/Q9  to  5/29/09 
;  and  6/08/09  to  6/12/09"  lacks'documentation  that 
;  the  hha  reminded  the  patient  to  take  medications. 

;  On  7/09/09  at  2:15PM,  the  agency  DCS  and  RAM 
'-,  were  informed  of  the  findings.  The  DCS  stated 
'  that  "the  nurses  do  review  the  aide  activity 
:  sheets."  No-further  explanation  was  provided. 

j  4)  Patient  #9  -  admitted  to  the  agency  on 
I  "2728/08"  with  diagnoses  of  Brain  Tumor  and 
'■  Breast  Cancer, 
i 

]  The  Plan  of  Care  dated  "2/28/09  -  8/28/09" 
;  documents  orders  for:  "HHA"  (home  health  aide) 
i  "frequency:  Days  per  week  five  (5)  to  seven  (7) 
I  days  three,  four  (4)  to  eight  (8)  Hours  a  day.  Aide 
j  to  assist  with  ADLS,  and  personal  care".  . 

\  The  aide's  Plan. of  Care  dated  "4/28/09  and 
.  ;  6/18//09"  documents  instructions  to  complete  the 
i  tasks  of  "ROM  (Range  of  Motion)  exercises  daily, 
|  remind  patient  to  take  medication  daily  and 
:  incontinence  care  every  visit". 

;  The  aide  activity  sheets  dated  "5/4/09  to. 5/15/09, 


H  618 
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Based  an  the  structure  established  by  the 
governing  aothority,  audit  results  will  be 
documented  on  the  Branch,  Regional  and 
Corporate  QI  Summary  Forms.  Results 
will  be  reviewed  by  the  Office 
Administrator  and  Director  of  Clinical 
Services.  Findings  will  be  reported  at  the 
Branch,  Regional  and  governing 
authority  Corporate  Ql  Committee 
meetings  and  reflected  in  the  minutes. 
The  VP  of  Operations,  Office 
Administrator  and  Director  of  Clinical 
Services,  based  ou  the  findings  will 
determine  if  the  system  is  effective  and 
make  any  rcvisious  as  necessary. 

Persons  Responsible  fur  the  corrections 
and  ongoing  compliance  are: 


Field  Nurse  Supervisors 
Regional  Office  Administrator 
Director  of  Clinical  Services 
VP  of  Operations 

Completion  date:  9/30/09 
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5/24/09  to  5/28/09,  6/01/09  to  6/05/09  and 
I  5/08/09  to  6/12/09"  lack  documentation  that  the 
hha  performed  thetasks  of  ROM  exercises  and 
incontinence  care. 


H  61B 


I 


The  aide  activity  sheets  dated  "5/16/09  and 
5/18/09  to  5/22/09"  lacks  documentation  that  the 
hha  performedthe  task  of  incontinence  care. 

The  aide  activity  sheet  dated  "6/1 1/09"  lacks 
;  documentation  that  the  hha  reminded  patient  to 
.take  medications. 

i 

;  The  aide  activity,  sheet  dated  "5/07/09,  8  :00  AM  : 
;  to  12:00  PM  four  (4)  hours"  was  found  to-be  blank 
;  and  was  signed  and  dated  "6707/09"  by  the  hha 
;  and  the  registered  nurse.  • 

i  On  7/09/09  at  2:15PM,  the  agency  DCS  and  RAM 
;  were  informed  of  the  findings.  The  DCS  stated 
that  "the  nurses  do  review  the  aide  activity 
;  sheets."  No  further  explanation  was  provided. 


H 1 002:  766. 9(a)  Governing  au thority 

j  Section  766.9  Governing  authority. 

|  The  governing  authority  or  operator,  as  defined  in 
!  Part  700  of  this  Title,  of  a  licensed  home  care 
!  services  agency  shall: 

!  ' 
i  (a)  be  responsible  for  the  management.and 
:  operation  of  the  agency; 

i  (b)  ensure  compliance  of  the  home  care  services 
I  agency  with  all  applicable  Federal,  State  and 
,   :  local  statutes,  rules  and  regulations. 

i  This  Regulation  is  not  met  as  evidenced  by: 
|  Based  on  reviewed  records  and  staff  interview, 
\  the  Governing  Authority  (GA)  failed  to  ensure 
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H1002:  Continued  From  page  9 

I  issue  the  certificate  to  the  aide  and  the 
!  certificates  are  issued  from  the  corporate  office." 
j  The  RAM  further  stated  that  "the  agency  will 
|  make  all  necessary  changes  to  the  Competency 
j  Evaluation  Forms  to  reflect  changes." 

HIOOBj  766.9(d)  Governing  authority 

.  i  • 

i  Section  766.9  Governing  authority, 
.j 

|  The  governing  authority  or  operator,  as  defined  in 
■  .j  Part  700  of  this  Title,  of  a  licensed  home  care  • 
■  services  agency  shall: 


I 


i  (d)  adopt  and  approve  amendments  to  written 
;  policies  regarding  the  management  and  operation 
'  of  the  home  care  services  agency  and  the 
provision  of  health  care  services. 
This  Regulation  is  not  met  as  evidenced  by: 
Based  on  record  review  and  staff  interview,  the 
Governing  Authority  failed  to  ensure  that  the 
policy  and  procedure  was  complete  to  include  the 
required  annual  supervision  of  ail  agency  staff 
that  are  responsible  for  the  provision  of  patient 
health  care  services. 

Failure  to  ensure  that  the  agency's  policy  and 
procedures  are  complete  to  ensure  the  safety  of 
patient  health  care  services,  places  the  patients 
at  risk  for  poor  quality  of  care. 

The  finding  is: 

The  agency  policy  and  procedure  for".,,  Clinical 
Supervision  of  Professional  Staff"  documents  :  ■ 
"...Vice  President  of  Clinical  Services  or  Regional 
Director  of'Clinical  Services  is  responsible  for  the 
supervision  of  all  Field  Nurse  Supervisors.. .the  ' 
Field  RN  (Registered  Nurse)  Supervisor  is 
responsible  for  the  supervision  of  all. professional 
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H1008 


HJ008 

I.  Corrective  action  for  thusc  patients 
found  to  be  affected  by  the  deficient 
practice: 

Agency  policy  and  procedure  was  revised 
to  reflect  "Professional  staff  receives  an 
evaluation  after  90  -  day  probationary 
period  and  annually  thereafter". 

II.  Identification  of  other  patients  having 
the  potential  to  he  affected  by  the 
deficiency  aud  what  corrective  action  will 
be  taken: 

All  case  managed  patients  arc  affected  by 
this  regulation.  - 

100%  of  FNS  Personnel  Records  will  be 
audited  to  ensure  compliance  with  the 
required  probationary  and  annual 
evaluations. 

III.  Measures  that  will  be  put  in  place  to 
ensure  that  the  deficient  practice  will  not 
rcoccu  r: 

As  per  agency  policy,  the  Office 
Administratur  will.cnsure  that  all  new 
hires  will  have  an  evaluation  at  the  90-day 
probationary  period  and  then  annually 
thereafter. 

In  accordance  with  agency  policy,  all 
current  staff  will  have  annual  evaluations 
completed  by  the  Regional  Director  of 
Patient  Services. 

IV.  How  will  the  corrective  action  be 
monitored  to  ensure  the  deficient  practice 
will  not  reoccur? 

Annual  evaluations  will  be  completed  on 
all  professional  staff  by  the  Regional 
Director  of  Patient  Services. 
100%  of  applicable  personnel  records  of 
professional  staff  will  be  audited  by  the 
Branch  quarterly  to  ensure  compliance 
,  with  annual  evaluations. 
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staff  7.  Supervision  should  occur  at  frequent 

;  intervals  during  the  probationary  period  in  order 
:  to  ensure  safe  patient  care  and  staff  familiarity 
I  with  agency  procedures  . .  8.  Ongoing  supervisory 
;  activities  may  be  adjusted  by  the  Director  of 
!  Clinical  Services  in  order  to  meet  the  specific' 
j  needs  of  staff  members".  : 

|  There  is  no  documentation  in  the  agency's  policy 
;  and  procedure  of  the  required  annual 
;  supervision  of  all  professional  staff  that  are 
,  responsible  for  the  delivery  of  patient  care 
;  services. 

i 

;  During  interview  on  7/09/09  at '2  PM  with  the 
;  Regional  Area  Manager  and  the  Regional 
:  Director  of  Clinical  Services,  the  agency's  staff 
!  did  not  provide  an  explanation  for  finding. 

j  > 

H1010  766.9(e)  Governing  authority 

;  Section  766.9  Governing  authority. 

!  The  governing  authority  or  operator,  as  defined  in 
:  Part  700  of  this  Title,  of  a  licensed  home  care 
;  services  agency  shall: 
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■;  (e)  make  available  to  the  public  information 
|  concerning  the  services  which  it  offers,  the 
;  geographic  area  in  which  these  services  are 
|  made  available,  the  charges  for  the  various  types 
!  of  service  and  the  payment  mechanisms  which 
|  may  be  available  for  such  services, 
j  This  Regulation  is  not  met  as  evidenced  by: 
|  Based  on  observation  .record  review,  home  visit 
!  (HV),  and  staff  interview,  the  Governing  Authority 

failed  to  ensure  that  the  agency  accurately 
,  advertise  services  which  are  approved  by  the 

New  York  State  Department  of  Health 
:  (NYSDOH). 


Dffrce  of  Health  Systems  Management  /  Office  ol  Long  Term  Care 
ATE  FORM  Version  09/12/06 


(XS) 
COMPLETE  i 
■  DATE 


PROVIDER'S  PLAN  OF  CORRECTION 
{EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 

Based  on  the  structure  established  by  the 
governing  authority,  audit  results  will  be 
documented  on  the  Branch,  Regional  and 
Corporate  QI  Summary  Forms.  Results 
will  be  reviewed  by  the  Regional  Office 
Administrator  and  Director  of  Clinical 
Services.  Findings  will  be  reported  at  the 
Branch,  Regional  and  governing 
authority  Corporate  Q|  Committee 
meetings  ajid  reflected  in  the  minutes. 
The  VP  of  Operations,  Offiee 
Admiuistrator  and  Director  of  Clinical 
Services,  based  on  the  findings  will  j 
determine  if  the  system  is  effective  and 
make  revisions  as  necessary.  J 

Persons  responsible  for  the  correction  j 
and  on-going  compliance  are-  I   f  , 

Regional  Office  Administrator  Ajl'GS$T&6 
Director  of  Clinical  Services  \ ~f  /  MA  >Xy 
VP  of  Operations  r  .  n  i  j-. 


Completion  date:  9/30/09 

1.  Corrective  action  for  those  patients 
found  to  be  affected  by  the  deficient 
practice:  , 

1-  The  Office  Administrator  to  reorient 
PNS's  regarding  services  offered  hy 
agency  and  provision  of  appropriate 
documentation  to  patient. 
Patient  #1  -FNS  to  review  services 
r  provided  by  home  health  agency,  cross 
out  services  not  provided  and  have 
patient  sign,  plaee  in  clinical  record. 

EL  Identification  of  other  patients  having 
the  potential  to  be  affected  by  the 
deficiency  and  what  corrective  action  wiU 
be  taken: 

All  case  managed  patients  are  affected  by 
this  regulation. 

1.  All  ease  managed  records  will  be 
audited  to  eusure  only  services  provided 
by  agency  are  identified. 
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.[  Advertising  services  which  the  agency  is  not 
:  licensed  to  provide 'has  the  potential  for  patients 
\  to  receive  agency  services  without  Department  of 
!  Health  oversight. 

I  The  findings  include: 

■  The  agency  "Admission  Package"  that  includes 

:  the  "Consent  for  Treatment"  documents: 

\  "physical  therapists  and/or  other  health 

'  professionals"  as  a  service  the  agency  is  able  to 

;  provide." 

,  The  agency  license  observed  posted  on  the  wall 
documents  Nursing,  home  health  aide  (hha)  and 
!  Personal  Care  Aide  (PCA)  as  the  approved 
.  services  and  documents:  "Nassau,  Suffolk  and 
'  I  Queens"  counties  as  the  agency's  service  area. 

•   During  a  home  visit  to  Patient  #1  on  7/09/09,  .the 
"Consent  for  Treatment"  form  in  the  "Admission 
:  Package"  was  reviewed  and  documents  "physical 
:  therapist"  and/or  otfTer  health  professionals".  The 
;  agency  is  not  authorized  to  provide  Physical 
I  Therapy  in  the  state  of  New  York, 
i  ,  . 

j  During  an  interview  with  the  Director  of  Clinical 
j  Services  (DCS)  and  Regional  Area  Manager . 
|  (RAM)  on  7/09/09  at  10:30  AM,  the  RAM  stated 
!  that  "in  the  State  of  New  York  we  do  not  provide 
;  Physical  Therapist  or  any  other  services."  The 
|  RAM  confirmed  that  "the  nurses  should  be 
:  crossing  out  when  the  case  is  opened."  • 

H 1036.  766.9(!)  Governing  authority 

.  .      r  Section  766.9  Governing  authority. 

;  The  governing  authority  or  operator,  as  defined  in 


ID  PROVIDER'S  PLAN  OF  CORRECTION 

PREFIX     j  (EACH-CORRECTIVE  ACTION  SHOULD  BE 

TAG        [        CROSS-REFERENCED  TO  THE  APPROPRIATE 
.  DEFICIENCY) 


H1010 


2.  Results  of  audit  will  be  reviewed  with 
FNS.  FNS  will  cross  out  services  not 
provided,  and  have  patient  sign  new 
consent  on  next  visit  At  the  time  of  the 
visit,  the  FNS  will  explain  services  offered 
by  the  Hempstead  Branch  Office. 

3.  AH  new  admissions  will  be  reviewed  by 
the  branch  and  ensure  that  physical 
therapy  is  crossed  out  and  other  services 
as  well. 

HI.  Measures  that  will  be  put  in  place  lu 
ensure  that  the  deficient  practice  will  not 
reoccur: 

Office  Administrator  will  reorient  KNS's 
regarding  appropriate  completion  of  the 
consent  form.  Cross  out  services  not 
indicated  or  offered  in  the  branch. 
(Consent  form  is  utilized  for  all  branches 
32  in  7  states  which  are  why  physical  . 
therapy  and  other  services  art  <in  there). 
The  Branch  will  audit  10%  of  case 
managed  records  quarterly  for  accurate 
completion  of  the  "Consent  for 
Treatment"  Form:  . 
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'  Advertising  services  which  the  agency  is  not 
•  licensed  to  provide  has  the  potential  for  patients 
[  to  receive  agency  services  without  Department  of 
|  Health  oversight 

;  t 
i 

!  The  findings  include: 

I  The  agency  "Admission  Package"  that  includes 
:  the  "Consent  for  Treatment"  documents: 
.      |  "physical  therapists  and/or  other  health 

:  professionals"  as  a  service  the  agency  is  able  to 
;  provide." 

;  The  agency  license  observed  posted  on  the  wall 
.  documents-Nursing,  home  health  aide  (hha)  and 
!  Personai  Care. Aide  (PCA)  as.the  approved 
'.  services  and  documents:  "Nassau,  Suffolk  and 
.[  Queens"  counties  as  the  agency's  service  area. 

During  a  home  visit  to  Patient  #1  on  7/09/09,  the 
;  "Con  sent  for  Treatment"  form  in  the  "Admission 
|  Package"  was  reviewed  and  documents  "physical 
;  therapist"  and/or  other  health  professionals".  The 
:  agency  is  not  authorized  to  provide  Physical 
!  Therapy  in  the  state  of  New  York. 


During  an  interview  with  the  Director  of  Clinical 
Services  (DCS)  and  Regional  Area  Manager 
(RAM)  on  7/09/09  at  10:30  AM,  the  RAM  stated 
that  "in  the  State  of  New  York  we  do  not  provide 
;  Physical  Therapist  or  any  other  services."  The 
j  RAM  confirmed  that  "the  nurses  should  be 
crossing  out  when  the  case  is  opened." 


■H1036:  -756.9(1)  Governing  authority 


1  Section  766.9  Governing  authority. 

j  The  governing  authority  or/operator,  as  defined  In 
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IV.  How  wfll  the  corrective  action  be  ' 
monitored  to  ensure  the  deficient  practice 
will  not  reoccur? 

Based  an  the  structure  established  by  the 
governing  authority,  audit  results  will  be 
documented  on  the  Branch,  Regional  and 
Corporate  Ql  Summary  Forms.  Results 
will  be  reviewed  by  the  Office 
Administrator  and  Director  of  Clinical  , 
Services.  Findings  will  be  reported  at  the 
Branch,  Regional  and  governing 
authority  Corporate  QI  Committee 
meetings  and  reflected  in  the  minutes. 
The  VP  of  Operations,  Office 
Administrator  and  Director  of  Clinical 
Services,  based  on  the  findings  will 
determine  if  the  system  is  effective  and 
make  revisions  as  necessary. 

Persons  responsible  for  the  correction 
and  on-going  compliance  are: 
Field  Nurse  Supervisors 
Regional-Office  Administrator 
Director  of  Clinical  Services 
VP  of  Operations 


Completion  date:  9/30/09 
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HT304=;  Continued  From  page  14 
H 1304' 765.11(b)  Personnel 

\  766.11  Personnel. 

;  The  governing  authority  or  operator  shall  ensure 
i  for  all  health  care  personnel: 


!  (b)  that  qualifications  for  home  health  aide  and 
|  personal  care  aide  as  specified  in  section  700.2 
1  of  this  Title  are  met.  ' 
j  This  Regulation,  is  not  met  as  evidenced  by;' 
■  Based  on  record  review  and  staff  interview,  the 
;  agency  failed  to  ensure  the  an  employee  has 
j  home  health  aide  (hha)qualifications.  This  was 
;  evident  for  one  (1)  of  one  (1)  Trainee  (Nurses 

Aide  Transitioning)  record  reviewed.  (Employee 
;  #1  /Trainee  #1). 

;  Failure  to  ensure  that  all  hha  employees  have 
|  their  certificate  from  qualifying  training  programs 
.  prior  to  employment  places  the  patients  at  risk  for 
:  receiving  poor  qualitycare  by  unqualified  staff, 

j  The  finding  is: 

i  The  personnel  record  of  Employee  #1  /Trainee  #1 
j  lacks  documentation  that  the  aide  received  trie 
Home  Health  Aide  Certificate  of  Completion. 

The  employee  was  hired  on  "2/19/09"  and 
serviced  clients  from  3/06/09  to  the  present.  The 
employee/trainee  record  documents  completion  . 
|  of  "Nurses  Aide  Transitioning"  on  4/30/09. 

During  an  interview  with  the  Director  of  Clinical 
Services  (DCS)  and  Regional  Area  Manager 
(RAM)  on  7/10/09  at  9:35  AM,  the  RAM  stated 
that  "the  agency  had  90  days  to  issue  the 
certificate  and  the  certificates  are  issued  from  the 
corporate  office".  The  RAM  could  not  verify  if  the 
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I.  Corrective  action  for  those  patients 
foil  nd  to  be  affected  by  the  deficient 
practice: 

No  Specific  patients  were  identified  in  the 
citation. 

H.  Identification  of  other  patients  having 
the  potential  to  be  affected  by  the 
deficiency  and  what  corrective  action  will 
be  taken: 

All  case  managed  patients  arc  affected  by 
this  regulation. '  . 

I.  All  active  HUA/PCA  employee  records 
wili  be  audited  to  ensure  applicable 
certificate  document  is  in  the  file.  In  the 
event  that  appropriate  document  is  pot 
located  in  the  record,  employee  wiU  be 
removed  from  the  case  until  appropriate  ■ 
documentation  is  obtained. 

2.-  The  branch  will  audit  10  personnel 
records  per  quarter  for  certificate 
completion. 

III.  Measures  that  will  be  put  in  place  to 
ensure  that  the  deficient  practice  will  not 
reoccur: 

The  Office  Administrator/Compliance 
Coordinator  will  review  all  new  hire 
personnel  files  to  cu sure  all  appropriate 
documentation  is  present. 

IV.  How  will  the  corrective  action  be 
monitored  to  ensure  the  deficient  practice 
will  not  reoccur? 

Based  on  the  structu  re  established  by  the 
governing  authority,  audit  results  will  be 
documented  on  the  Branch,  Regional  and 
Corporate  QI  Summary  Forms.  Results 
will  be  reviewed  by  the  Office 
Administrator  and  Director  of  Clinical 
Services.  Findings  will  be  reported  at  the 
Branch,  Regional  and  governing 
authority  Corporate  QI  Committee 
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;  Trainee  #1/Employee  #1  had  received  the  hha 
,  certificate. 

i  ' 

i  During  telephone  interview  on  7/14/09  at  9:20AM 
1  with  the  RAM  to  clarify  the  Employee's  "position 
\  title",  the  RAM  faxed  the  requested  information 
!  on  7/14/09  at  11:50 AM.  The  fax  documents  .that 
;  the  Employee  was  hired  as  a  "HHA  (home  health 
'  aide)".  The  agency's  staff  did  not  provide  an 
'  explanation  for  the  agency  hiring  the  employee  as 
\  a  hha  prior  to  the  completion  of  the  Nurses  Aide 
':.  Transition  on  04/30/09. 

H1337!  766.11(f)(ii)  Personnel 

:  Section  766.1 1  Personnel 

•I  The  governing  authority  or  operator  shall  ensure 
.  for  all  health  care  personnel: 


(f)(ii)  a  criminal  history  record  check  to  the  extent 
required  by  section  400.23  of  this  Title  ' 


I  This  Regulation  is  not  met  as  evidenced,  by: 
;  Based  on  record  review  and  staff  interview,  the 
i  agency  failed  to  complete  the  required 
;  supervision  for  the  temporary  employees  awaiting 
the  Criminal  History  Record  Check  (CHRC) 
report  results.  This  was  evident  in  three  (3)  of 
four  (4)  employees  requiring  CHRC  supervision. 
(Employees  #1,  #3  and  #8). 


i 

;  Failure  to  supervise  the  temporary  employet 
places  the  patients  at  risk  for  poor  quality  ca 


rees, 
ire. 


The  findings  are: 
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meetings  and  reflected  in  the  minutes. 
The  VP  of  Operations,  Office 
Administrator  and  Director  of  Clinical 
Services,  based  on  the  findings  will 
determine  if  the  system  is  effective  and 
make  any  revisions  as  necessary. 

Persons  responsible  for  the  correction 
and  on-going  compliance  are: 
Regional  Office  Administrator 
Director  of  Clinical  Services 
VP  of  Clinical  Services 
Compliance  Coordinator 


Completion  date:  9/30/09 


I.  Corrective  action  for  those  patients 
found  to  be  affected  by  the  deficient 
practice: 

No  specific  patients  were  identified  in  the 
deficiency.' 

II.  Identification  of  other  patients  having 
the  potential  to  be  affected  hy  the 
deficiency  and  wbat  corrective  action  will 
be  taken: 

AU  case  managed  patients  arc  affected  by 
this  regulation. 

The  compliance  coordinator  will  run 
weekly  reports  from  the  Arrow  system  to 
determine  HHA's/PCA's  with 
outstanding  CHRC's  and  the  need  for 
provisional  visits. 

Timely  initial  supervision  will  be 
provided  with  an  onsite  visit  followed  by 

telephone  supervision  in  alternating 
weeks. 
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:  1 )  Employee  #1  was  hired  by  the  agency  as  a 
I  home  health  aide  (hha)  on  "2/21/09"  and  was. 
assigned  to  first  case  on  "3/06/09". 

\  The  personnel  record  documents  alternate 
I  on-site/telephone  supervision  weekly  until 
|  "5/01/09".  The  record  lacks  documentation  of 
j  telephone  supervision  for  the  weeks  of  5/09/09, 
■ !  5/1 6/09  and  the  week  of  6/27/09. 

;  On  7/10/09  at  11:30  AM,  the  findings  and 
:  requirements  for  temporary  supervision  were 
■]  reviewed  with  the  agency's  Director  of  Clinical 
'  ■'  Services  (DCS)  and  Regional  Area  Manager 
(RAM).  The  RAM  and/or  DCS  did  not  provide  an 
:  explanation  for  the  survey  findings. 

'  2)  Employee  #3  was  hired  by  the  agency  as  a 
!  PC  A  (personal  care  aide)  on  "2/1 7/09"  and  was 
;  assigned  to  the  first  patient  on  3/09/09. 


The  personnel  record  documents  an  alternate 
on-site/teiephone  supervision  until  4/10/09.  There 
is  no  documentation  of  on-site  supervision  for  the 
weeks  of  4/11/09  and  4/25/09.  The  next  on-site 
supervision  was  conducted  on  "4/21/09".  The 
personnel  record  lacks  supervision  after  6/22/09. 

On  7/10/0.9  at  .1 1 :30  AM,  the  findings  and 
requirements  for  temporary  supervision  were 
reviewed  with  the  agency's  DCS  and  RAM.  The 
RAM/DCS.did  not  provide  an  explanation  for  the 
survey  findings. 

3)  Employee  #  8  was  hired  by  the  agency  on 
"2/17/09"  as  a  PCA  and  was  assigned  to  the  first 
patient  on  3/16/09. 

The  personnel  record  lacks  documentation  of  the 
initial  onsite  supervision' by  the  registered  and/or 
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III.  Measures  that  will  be  put  in  place  to  - 
ensure  that  the  deficient  practice  will  not 
reoccur: 

Field  Nurse  Supervisors,  coordinator  and 
compliance  coordinator  were  in-serviced 
on  7/22/09  regarding  the  CHRC  policy 
and  procedure,  supervision  of 
HHA's/PCA's  and  schedule  for 
provisional  visits. 

IV.  How  will  the  corrective  action  be 
monitored  to  ensure  the  deficient  practice 
will  not  reoccur? 

The  compliance  coordinator  will  review 
the  logs  in  the  Arrow  System  weekly  to 
ensure  scheduled  compliance  activities. 
The  Office  Administrator  will  monitor 
this  process. 

The  Branch  will  audit  10  records 
quarterly  to  ensure  to  ensure  compliance 
with  CHRC  and  provisional  visits. 

Based  on  the  structure  cstablis-hcd  by  the 
governing  authority,  Audit  results  will  be 
documented  on  the  Branch,  Regional  and 
Corporate, QI  Summary  Forms.  Results 
will  be  reviewed  by  the  Regional  Office 
Administrator  and  Director  of  Clinical 
Services-.  Findings  will  be  reported  at  the 
Branch,  Regional  and  governing 
authority  Corporate  QI  Committee 
meetings  and  reflected  in  the  minutes. 
The  VP  of  Operations,  Office 
Administrator  and  Director  of  Clinical 
Services,  based  on  the  findings  will 
determine  if  the  system  is  effective  and 
make  any  revisions  as  necessary. 
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;  licensed  nurse.  The  personnel  record  documents 
|  that  the  onsire/offsite  supervision  was  performed 
i  every  two  (2)  weeks  and  not  the  required 

■  alternating  weekly  onsite/offsite  supervision, 
i 

I  , 

i  There  is  no  documentation  of  on-site  supervision 
I  for  the  weeks  of  3/23  /09,  4/14/09  and  5/25/09. 
|  The  personnel  record  lacks  supervision  after 
!  6/29/09. 

There  is  no  off-site  supervision  performed  on  the 
I  weeks  of  4/07/09,  4/21/09,  5/04/09,  5/1 8/09' and 
;  6/21/09.  •  • 

i 

i  . 

i  During  interview  on  7/10/09  at  1:15PM,  the 

■  findings  and  requirements  for  temporary  ■ 

'■.  supervision-were  reviewed  with  the  agency's  DCS 
. ;  and  RAM-  The  RAM  stated  that  the  "CHRC  report 
I  results  have  not  been  received' yet  by  the 
;  agency". 

'  The  RAM/DCS  did  not  provide  an  explanation  for 
-.  the  survey  findings. 


j  The  agency  Policy  and  Procedure  for  "9.20 
j  Criminal  Background  Checks'  (CHRC)  - 

Fingerprinting"  documents  the  procedure  for 

supervision  as: 

"  All  newly  hired  fingerprinted  employees  .will 

j  be  supervised  in  accordance  with  the  Department 
i  of  Health  regulations.  Supervision  must  start  with - 
'  a  field  visit  by  an  RN  or  LPN  (Registered 
j  Nurse/Licensed  Practical  Nurse).  The  following 
'  weeKs  supervision  will  be  conducted  by  • 
I  telephone.  Employees  will  then  be  supervised 
'  through  field  visits  and  telephone  calls  on 
'  alternate  weeks...." 


H1337 


H1454;  766.12(c)-Records  and  reports 

I 

.  |  766.12  Records  and  reports. 


&/of 


Persons  responsible  for  the  correction 
and  on-going  compliance  arc- 
Regional  Office  Administrator 
Field  Nurse  Supervisors 
Coordinator 

Compliance  Coordinator 

Regional  Director  of  Clinical  Services 

VP  of  Clinical  Operations 

Completion  date:  9/30/09 
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".  (c)  The  home  care  services  agency  shall  furnish 
,:  annually  to  the  department  a  copy  of:  • 

i 

I  (1)  statistical  summaries  of  all  health  care  • 
j  services  delivered  on  forms  provided  by  the  . 
:  department, 

|  (2)  if  a  for-profit  corporation,  a  list  of  the  principal 
!  stockholders  and  the  number  and  percent  of  the 
|  total  issued  and  outstanding  shares  of  the 
j  corporation  held  by  each,  duly  certified  by  the 

■ ;  secretary  of  the  corporation  as  to  completeness 

. :  and  accuracy; 

i  (3)  if  a  not-for-profit  corporation,  a  list  of  directors, 
:  officers  and  corporate  members,  if  such 
■:.  members  number  10  or  fewer;  and 

i  (4)  other  such  records  and  reports  as  may  be 
,  legally  required  by  the  department 

j  (d)  The  agency  shall  furnish  simultaneously  to  the 
:  department  copies  of  all  notices  and  documents 
I  required  to  be  filed  withthe  Securities  and 

,i  Exchange  Commission. 

.  j  This  Regulation  is  not  met  as  evidenced  by: 
I  Based  on  interview,  the  agency  failed  to  provide 
j  the  required  statistical  reports  for  the  survey. 

I  Failure  to  ensure  that  the  agency  has  submitted 
i  the  required  annual  statistical  reports  to  the  New 
j  York  State  Department  of  Health  (NYSOOH) 
!  places  the  patients  at  risk  for  poor  quality  of  care, 
i 

:  The  finding  is: 

i  i 

|  On  7/9/09,  the  agency's  annual  statistical  reports 
i  for  the  years  2006  and  2007  were  requested.  The 
I  requested  reports  were  not  provided  by  the  home 
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I.  Corrective  action  for  those  patients 
found  lo  be  affected  by  the  deficient 
practice: 

No  specific  patients  were  identified  in  tfau 
deficiency. 

II.  identification  of  other  patients  having 
the  potential  to  be  affected  by  the 
deficiency  and  what  corrective  action  will 
be  taken : 

This  regulation  would  not  affect  patient 
outcomes. 

III.  Measures  that  will  be  put  in  place  to 
ensure  that  the  deficient  practice  will  not 
rcoccor: 

2006  arid  2007  statistical  reports  will  be 
resubmitted.  ^ 

IV.  Uow  will  the  corrective  action  be 
monitored  to  ensure  the  deficient  practice 
will  not  reoccur? 

1.  A  process  has  been  put  in  place  for  the 
Information  Technology  and  Operations 
Departments  to  complete  process  on  u 
timely  basis. 

2.  Statistical  reports  will  be  completed 
and  submitted  annually. 

This  will  be  monitored  by  the  governing 
body  annually. 

•  Persons  responsible  for  the  correction 
and  on-going  compliance  arc: 

Chief  Operating  Officer 

Chief  Financial  Officer 

VP  of  Information  Technology 

Completion  date:  9/30/09 
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H1454  '  Continued  From  page  19 
I  care  agency. 

j 

!  During  interview  on  7/09/09  at  2:00PM  with  the 
.  |  Regional  Area  Manager  (RAM),  the  RAM  stated 
!  that  "the  agency's  corporate  office  is  responsible 
i  to  submit  the  reports": 

-i 

!  The  agency  was  provided  time  to  locate/provide 
j  the  required  reports.  During  interview  on  7/10/09 
|  at  1 1 :30AM  with  the  agency's  RAM,  the  RAM 
!  stated  that  "the  corporate  office  is  still  looking  for 
' !  them". 
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H  oooj  Initial  Comments 
J  Surveyor:  1 0733 

|  A  Complaint  Survey  was  conducted  on 

!  September  30,  2009.  Complaint*  NY000771 21 


Three  (3)  patient  care  records  were  reviewed  and 
identified  as  Patients  #1  -  #3. 

One  (1 )  personnel  record  was  reviewed  and  ■ 
identified  as  Employee  #1 . 


H  B14|  766.5(b)(1)  Clinical  supervision  ' 

|  766.5  Clinical  supervision.  The  governing 

!  authority  shall  ensure  for  all  health  care  services 

i  that: 
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!  (b)  all  staff  delivering  care  in  patient  homes  are 
•  adequately  supervised  The  department  shall 
i  consider  the  following  factors  as  evidence  of 
!  adequate  supervision:  \ 

(1 )  staff  regularly  provide  services  at  the  times 
and  frequencies  specified  in  the  patient1 5  plan  of 
care  and  in  accordance  with  the  policies  and 
procedures  of  their  respective  services. 
This  Regulation  is  not  met  as  evidenced  by; 
Surveyor  10733 

Based  on  record  reviews  and  staff  interview,  the 
agency  failed  to  ensure  that  the  patient  received 
the  the  Personal  Care  Aide  (PCA)  services  as 
ordered  on  the  Plan  of  Care  in  three  (3)  of  three 

!  (3)  three  patient  care  records  reviewed!  "(Patients 

j  #1,  #2,  and  #3)  . 

Failure  to  provide  PCA  services  as  ordered 
places  all  patients  at  risk  for  not  having  their 
needs  met  and  substandard  care. 


H  6H 
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The  findings  are. 
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1)  Patient  #1  has  an  admission  date  of  4/28/09 
with  the  diagnosis  of  Dementia. 

The  Suffolk  County  Department  of  Social 
Services  (SCDSS)  Shjired  Aide  Care  Pian  dated 
8/28/09  documents  an  increase  of  PCA  hours  to 
"23  hours  a  week".  The  pian  includes  "PCA  to 
arrive  at  6:30  am  and  3:30  pm". 

The  agency's  "Client  Schedule  Report"  lacks 
documentation  that  the  patient  received  the  PCA 
service  in  the  morning. 

During  interview  with  the  Coordinator  on  the  case 
on  9/30/09,  the  Coordinator  stated  that  the 
agency  has  "not  been  able  to  staff'  the  morning 
hours. 

2)  Patient  #2  has  an  admission  date  of  1 1/21/06 
with  diagnoses  which  include  Hypertension, 
Bursitis  and  Hard  of  Hearing. 

The  SCDSS  Shared  Aide  Care  Plan  dated 
3/27/09  documents  orders  for  20  hours  of  PCA 
service  a  week.  The  plan  includes  "PCA  to  leave 
when  a  m.  tasks  complete".  The  patient  attends 
Day  Care.  , 

The  "Client  Schedule  Report"  lacks 
documentation  that  the  patient  received  the  PCA 
service  in  the  morning  from  7/30/09  -  9/02/09. 

The  "Client  Notes  Print"  dated  B/04/09  and 
8/05/09  documents  that  thy  patient  was  "waiting 
for  a  specific  PCA  to  provide  earn"  and  that  the 
patient  would"receive  a  shower  at  Day  Care". 

During  interview  with  tine  Coordinator  on  9/30/Q9, 
the  Coordinator  stated  that  the  agency  did  not 
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H  614  CLINICAL  SUPERVISION 
It  is  the  policy  of  All  Metro  Health  Care  that 
all  patients  be  provided  services  according  to 
the  Physician's  Plan  of  Care  or  the  Prior  N 
Approval,  for  DSS  cases. 
If  there  is  a  change  in  the  Plan  of  Care/Prior 
Approval,  the  schedule  change  is  to  be 
made  in  the  Scheduling  System  as  soon  as 
we  are  made  aware.  If  All  Metro  is  unable  to 
staff  the  case  as  requested,  the  entity 
ordering/approving  the  services  is  to  be 
notified  immediately  so  that  the  referral 
source  has  the  opportunity  to  approach 
another  agency  regarding  the  unfilled  hours. 
The  staff  shall  make  an  earnest  effort  to 
rearrange  schedules  and  fill  hours  until  the 
case  can  either  be  permanently  restaffed  or 
referred  elsewhere 

It  is  further  our  policy  that  such 
communications  with  a  family  member  or 
referral  source  be  documented  in  the  chart 
or  the  ProHealth  system  for  the  edification  of 
other  associates  working  on  the  case. 
The>  current  :caseload:has:been::  reviewed'  for 
recurrmg  open  shoursvi  and.sreferraf  ssources 
werei.contacted>  while  irestaffing/efforts.were 
made  and  two  of  three  cases  noted  in  the 
SOC  were  covered  fully  The  third 
bonsistently:^Tefijses%eve(y#'ieiTipbyee»'.?we 
send:;  yetirefusesjreferfal  tosanothervaqency: 
Aafransfer,  was^arranged  iandiithespatient^s 
dtr  refused  to  leave  AMHC  although  we 
have  ongoing  difficulties  covenng. the. case. 
DSS  wit!  be  contacted  for;  additional 
guidance  in  transferring  the  case  to  an 
agency  who  can  coyer  |t  tqit|Te. satisfaction  of 
the  patient  s  dtr. 
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notify  SCDSS  that  they  were  not  providing  the 

PCA  service  as  ordered. 

3)  Patient  #3  has  an  admission  date  of  1 1/19/07 
with  diagnoses  of  Hypertension,  Congestive  heart 
Failure,  and  Anemia. 

The  SCDSS  Shared  Aide  Care  Plan  dated 
12/05/03  documents  33  hours  of  PCA  services  . 
with  tasks  assigned  severi  (7)  days  a  week. 

The  "Client  Schedule  Report"  lacks 
documentation  that  the  patient  received  service 
on  Sundays  from  6/29,'09  -  9/20/09- 

The  "Client  Schedule  Report'  dated  5/04/09 
documents  a  conversation  with  the  patient's  son 
"....NSN  (no  service  needed)  on  Sunday's 
anymore". 

During  Interview  with  he  Coordinator  on  9/30/09, 
the  Coordinator  did  not  provide  documentation 
that  SCDSS  was  notified  of  the  change  in  . 
frequency  of  PCA  service  as  ordered. 


ID 
PREFIX 
TAG 


PROVIDER'S  PLAN  OF  CORRECTION  I  <X5) 
(EACH  CORRECTIVE  ACTION  SHOULD  BE  COMPLETE 
CftOSS-REFERENCEO  TD  TUS  APPROPRIATE  DATE 
'  DEFICIENCY) 


H614 


 I 

All  associates  and  On-Call  staff  will  be 
reoriented  to  All  Metro's  policy  regarding 
open  hours  and  necessary  communication  to 
minimize  the  likelihood  of  patients  being 
placed  at  nsk  The  open  hours  report  will  be 
reviewediby  the  WCS/BriiMgr.t.weeklyiati.the 
weekly   staff    meeting  -  along   with  '  the 
associated,  patient  >noT.es-;tos  assure  ^proper 
documentation "     and     s  communication 
Repeated-  lapses  ^n^documentatiom;.wiiis:  be 
treated,,  as    a   disciplinary    matter  with 
personnelTepIa cement  if.  necessary: 
KesponsiDie  individual  -  Brancn  Manager 
and  Director  of  Clinical  Services 
Completion  Date- 11-30-09  * 
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SUMMARY  STATEMENT  OF  DEFICIENCIES 
(EACH  DEFICIENCY  MUST  BE  PRECEDED  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


Initial  Comments 


A  Re-Licehsure  and  Complaint  Investigation  ( 
|  NY00077942  and  NY00077870)  survey  was 
i  conducted  at  Caring  Hands  Home  Care,  Inc  on 
111/03/09. 

One  (1)  Patient  care  record  was  reviewed  and 
identified  as  Patient  #1. 

One  (1)  home.vtsit  was  made  to  Patient  #1. 

Eight  (8)  personnel  records  were  reviewed  and 
identified  as  Employees  #1  -  #8. 


H  204  766. 1  (a)(1 )  Patient  rights 


Section  766.1  Patient  rights. 


j  (a)  The  governing  authority  shall  establish  written 
|  policies  regarding  the  rights  of  the  patient  and 
j  shall  ensure  the  development  of  procedures 
j  implementing  such  policies.  These  rights,  policies 
f  and  procedures  shall  afford  each  patient  the  right 
to: 

(1)  be  informed  of  these  rights,  and  the  right  to 
^  exercise  such  rights,  in  writing  prior  to  the 
!  initiation  of  care,  as  evidenced  by  written 
j  documentation  in  the  ciinical  record- 

! 
I 

|  (2)  be  given  a  statement  of  the  services  available 
;  by  the  agency  and  related  charges; 

',  (3)  be  advised  before  care  is  initiated  of  the 
'  ;  extent  to  which  payment  for  agency  services  may 
•  be  expected  from  any  third  party  payors  and  the 
extent  to  which  payment  may  be  required  from 
\   .  the  patient.  , 

y  (i)  The  agency  shall  advise  the  patient  of  any 
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766.1(a)(1) 
■1204  A)  The  director  of  nursing  shall  be 
he  designated  individual  responsible  for 
correction  of  H204  B)  Corrective  action 
taken  is  a  new  admission  package  to  be 
signed  by  current  patient.  In-service 
provided  to  the  nursing  supervisor 

C)  Current  admission  package  to  be 
reviewed  at  QA  meeting  scheduled  for 
1 2/1 5/09.The  admission  package  is  to  be 
included  in  the  chart  audit  tool.  To 
prevent  recurrence  of  this  issue  charts 
will  be  audited  monthly  times  2  till 
100%  compliance  is  met. 

D)  Following  chart  audit  a  written  report 
will  be  generated  by  the  QI.  Staff 
findings  will  be  reviewed  at  the  quarterly 
QIC  meeting/  ongoing  in-service  to 
continue.  The  GA  /  operator  are  to 
include  this  deficiency  on  its  calendar 
and  tickler  system.  Ongoing  in-services 
to  be  provided  as  needed. 
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changes  in  information  provided  under  this 
paragraph  or  paragraph  (2)  of  this  subdivision  as 
soon  as  possible,  but  no  later  than  30  calendar 
days  from  the  date  the  agency  becomes  aware  of 
the  change. 

(ii)  All  information  required  by  this  paragraph  shall 
be  provided  to  the  patient  both  orally  and  in 
writing; 

(4)  be  informed  of  all  services  the  agency  is  to 
provide,  when  and  how  services  will  be  provided, 
and  the  name  and  functions  of  any  person  and 
affiliated  agency  providing  care  and  services. 
This  Regulation  is  not  met  as  evidenced  by: 
Based  on  record  reviews  and  staff  interview,  the 
agency  failed  to  provide  a  complete  Admission 
Package  as  requested  for  review.  This  was 
evident  for  the  agency  Admission  Package. 

Failure  to  have  a  complete  Admission  Package  . 
places  patients  at  risk  for  not  being  able  to 
exercise  their  rights. 

The  findings  are: 

During  an  entrance  conference,  the  Owner  was 
given  a  list  of  items  needed  to  conduct  a 
Re-Licensure  and  Complaints  survey.  One  of  the 
items  requested  was  the  agency's  Admission 
Package.  Throughout  the  survey,  multiple 
requests  were  made  to  provide  the  agency's 
Admission  package. 

At  2:00  PM,  the  Owner  provided  copy  of  the 
"Patient  Rights  and  Responsibilities",  "Emergency 
Telephone  Numbers'and  a  "Referral  Forms"  for 
review. 

During  an  interview  on  1 1/03/09,  the  Owner  was 
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informed  that  this  is  not  the,complete  Admission 
Package.  The  Owner  stated:  "I  guess,  then  I 
don't  have  an  Admission  Package  right  now". 

766.5(b)(3)  Clinical  supervision 

766.5  Clinical  supervision.  The  governing  ^ 
authority  shall  ensure  for  all  health  care  services 
that: 


H  204 


H  618 


(b)  all  staff  delivering  care  in  patient  homes  are 
adequately  supervised.  The  department  shall 
consider  the  following  factors  as  evidence  of 
adequate  supervision: 


(3)  clinical  records  are  kept  complete  and 
changes  in  patient  condition,  adverse  reactions, 
and  problems  with  informal  .supports  or  home 
environment  are  charted  promptly  and  reported  to 
supervisory  staff: 

This  Regulation  is  not  met  as  evidenced  by: 
Based  on  record  review  and  staff  interview,  the 
Governing  Authority  (GA)  failed  to  ensure  that  the 
home  care  agency  provides  supervision  to  the 
staff  delivering  patient  care.  The  agency 
Registered  Nurse  (RN)  and  the  Physical 
Therapist  (PT)  failed  to  notify  the  supervisory 
staff  and/or  the  physician  regarding  changes  in 
the  patient" s  clinical  status.  This  was  evident  in 
one(1)  of  one  (1)  patient  care  record  reviewed 
(Patient  #1). 

Failure  to  ensure  that  the  RN  and  the  PT  are 
supervised  and  notify  the  supervisory  staff  and/or 
physician  regarding  changes  in  the  patient's  .  * 
clinical  status  places  the  patient  at  risk  for  poor 
quality  of  care  and  the  potential  for  negative 
patient  outcome. 

The  findings  are: 
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Patient  #1  has  re-admission  date  of  4/28/06  with 
the  diagnoses  including  Acute  Encephalomyelitis, 
Quadriplegia  and  Tracheostomy  with  Ventilator 
Dependence. 

The  Plan  of  Care  dated  4/28/09  to  10/28/09 
documents  the  orders  for  "Skilled  RN  7  (seven)  D 
(days)  x  24H  (twenty  four  hours)  ongoing 
respiratory  and  neurological  assessment  with 
skilled  intervention  when  needed.  VS  (vital  signs) 
BID  (twice  a  day)"  and  "PT  3  (three)  times  a 
week"  for  "PROM  (passive  range  of  motion)  via 
PTonly". 

The  Plan  of  Care  documents  orders  for  the 
medications:  "Diovan  80mg  /HCTZ  12.5rng  PO 
(by  mouth)  qam  (every  morning)  Hold  for  SBP 
(Systolic  Blood  Pressure)  <  (less  than)  120  & 
DBP  (Diastolic  Blood  Pressure)  <90.  Divan  80mg 
PO  every  PM  (evening)  Hold  for  SBP  <  120  & 
DBP<90". 

The  Plan  of  Care  does  not  include  orders  that 
would  require  physician  notification  for  elevation 
in  patients  vital  signs,  such  as  BP(  blood 
pressure)  and  HR  (heart  rate)  parameters. 

The  Skilled  RN  and  the  PT  patient  care  visit 
notes  document  observed  elevation  in  the 
patient's  vital  signs,  such  as  BP  and  HR  on 
multiple  days.  The  patient  care  record  lacks 
documentation  that  the  Skilled  RN  and  the  PT 
had  informed/notified  the  supervisory  staff  and/or 
physician  regarding  the  changes  in  the  patient's 
clinical  status. 

The  Skilled  RN  visit  notes  documents  the 
following: 
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On  9/15/09  (4:00  PM  to  12:00  AM)  BP  was  noted 
as  "1 35/90,  HR  1 04".  Vital  signs  were  not 
repeated  during  the  shift. 

On  9/23/09  (12:00  AM  to  8:00  AM)  BP  was  noted 
as  "129/99".  There  is,  no  documentation  of  the 
BP  being  repeated  during  the  shift. 

On  10/01/09  (7:00  AM  to.3:00  PM),  and  10/03/09 
(4:00  PM  to  1 :00  AM).  There  were  no  vital  signs 
documented. 

On  10/12/09  (12:00  AM.to  8:00  AM),  the  BP  is 
documented  as  "155/93",  and  (8:00  AM  to  4:00 
PM)  BP  was- noted  as  "85/55". 

On  10/15/09  (7:00  AM  to  3:00  PM)  the  BP  is 
documented  as:  "141/101".  There  is  no 
documentation  of  the  BP  being  repeated  during 
the  shift. 

On  10/17/09  (8:00  AM  to  12:00  AM)  the  BP  is 
documented  as:  "141/102".  There  is  no 
documentation  of  the  BP  being  repeated  during 
the  shift. 

The  PT  visit  notes  documents  the  following: 

On  6/09/09  -  the  pre  treatment  BP  is  documented 
as  "151/105"  and  post  treatment  BP  "133/91". 

On  6/18/09  -  the  pre  treatment  BP  is  documented 
as:  "143/96"  and  post  treatment  BP  "135/93". 

On  6/20/09  -  the  pre  treatment  BP  is' documented 
as:  "1 36/95,  HR  1 12"  and  post  treatment  BP 
"109/74,  HR  107".  " 

The  agency  policy  and  procedure  for  "Clinical 
Supervision"  lacks  documentation  of  the  date  the 
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!  GA  approved  the  policy  and  procedure. 

j 

The  "Clinical  Supervision"  policy  and  procedure 
documents  the  following  under  the  heading  , 
Procedure  documents: 

IV.  "All  staff  delivering  care  in  patient  homes  is 
adequately  supervised... 

C.  Clinical  records  are  kept  complete  and 
changes  in  patient  condition,  adverse  reactions 
and  problems  with  informal  supports  or  home 
environment  are  charted  promptly  and  reported  to 
the  supervisory  staff. 

D.  Plans  of  Care  are  revised  as  needed  by  the 
patient  and  changes  are  reported  to  the  patient's 
physician  and  other  staff  providing  care  to  the 
patient. 


E.  All  nursing  personnel  must  notify  Caring  Hands 
immediately  with  any  changes  in  patient's 
condition.  Nursing  Supervisor  will  address 
supervision  accordingly.'  Changes  in  the  plan  of 
I  care  must  be  made  to  the  authorized  practitioner 
|  and  other  agencies  which  authorize  payment  for 
|  services,  as  appropriate  and  necessary," 

During  ah  interview  with  the  agency  Owner  on 
11/03/09;  the  Owner  did  not  provide  additional 
documentation  and/or  an  explanation  for  the 
findings. 


.  H  7Ui  766.6(a)(6)  Patient  care  record 

766.6  Patient  care  record. 

(a)  The  agency  shall  maintain  a  confidential 
record  for  each  patient  admitted  to  care  to 
'include. 
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766.5  (B)(3)  Clinical  Supervision 

H618A)  The  nursing  supervisor  on 
each  case  shall  be  the  responsible 
designer  of  each  case  responsible  for 
correction.  B)  The  current  nursing 
supervisor  and  one  other  RN  on  each 
case  has  been  oriented  to  their 
responsibility  on  their  case.  Weekly 
written  nursing  supervisory  reports 
to  be  submitted  to  the  director  of 
nursing.  They  arc  to  include  VS 
review  for  the  week.  Nursing 
Supervisor  to  obtain  MD  orders  for 
correct  VS  parameters  for 
notification  to  MD.  Each  nurse  and 
therapist  to  be  in-serviced  at  home 
on  correction  by  12/1 5/09  C)  To 
prevent  the  reoccurrence  of  this  issue 
all  charts  will  be  audited  monthly 
times  2  till  100%  compliance  is  met. 
Starting  1/10/10.  Quarterly  audits 
will  be  preformed  to  ensure 
compliance.  D)  The  QI  staff  will  ■ 
develop  a  VS  audit  tool  to  be 
included  in  chart  review  based  on 
revised  P&P  clinical  supervision. 
Staff  will  perform  audit  based  on  an 
established  calendar  by  the  director 
of  nursing.  The  QI  staff  will  generate 
following  chart  audit  a  written 
report.  Findings  will  be  presented  for 
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j  GA  approved  the  policy  and  procedure. 

|  The  "Clinical  Supervision"  policy  and  procedure 
!  documents  the  following  under  the  heading 
Procedure  documents: 


IV.  "All  staff  delivering  care  in  patient  homes  is 
adequately  supervised... 

C.  Clinical  records  are  kept  complete  and 
changes  in  patient  condition,  adverse  reactions 
and  problems  with  informal  supports  or  home 

|  environment  are  charted  promptly  and  reported  to 

j  the  supervisory  staff.. 

j  D.  Plans  of  Care  are  revised  as  needed  by  the 
|  patient  and  changes  are  reported  to  the  patient's 
|  physician  and  other  staff  providing  care  to  thev 
patient. 

E.  All  nursing  personnel  must  notify  Caring  Hands 
immediately  with  any  changes  in  patient's 
condition.  Nursing  Supervisor  will  address 
supervision  accordingly.' Changes  in  the  plan  of 
I  care  must  be  made  to  the  authorized  practitioner 
and  other  agencies  which  authorize  payment  for 
services,  as  appropriate  and  necessary." 

During  an  interview  with  the  agency  Owner  on 
1 1/03/09,  the  Owner  did  not  provide  additional 
documentation  and/or  an  explanation  for  the 
findings. 


H  714:  766.6(a)(6)  Patient  care  record 

l 

■  766.6  Patient  care  record. 

,'  (a)  The  agency  shall  maintain  a  confidential 

record  for  each  patient  admitted  to  care  to 
!  include. 
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iency  on  its  calendar  and  in  its 

 jj-  system.  Organizational 

structuring  to  lake  place  over  the 
njsxt  month  involving  upper 
management. 
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(6)  supervisory  reports  of  the  registered 
professional  nurse,  licensed  practical  nurse  or  the 
therapist,  if  applicable,  of  the  home  health  aide  or 
personal  care  aide. 

This  Regulation  is  not  met  as  evidenced  by: 
Based  on  record,  review  and  staff  interview,  the  ' 
agency  failed  to  ensure  that  the  patient  care 
record  is  complete  and  includes  documentation 
of  the  Physical  Therapy  (PT)  home  visits  as 
ordered  in  the  Plan  of  Care.  This  was  evident  in 
one  (1)  of  one  (1)  patient  record  reviewed 
(Patient  #1).  ■  -  ■ 

Failure  to  ensure  that  the  patient's  record  is 
complete  places  the  patient  at  risk  for  unmet 
needs  and  poor  quality  of  care. 


|  The  finding  are: 

i 

! 

;  Patient  #1  has  a  re-admission  date  of  4/28/06 

j  with  the  diagnoses  including  Acute 

j  Encephalomyelitis,  Quadriplegia  and 

]  Tracheostomy  with  Ventilator  Dependence. 

The  Plan  of  Care  dated  4/28/09  to  1 0/28/09 
documents  an  order  for  "PT  3  (three)  times  a 
week"  for  "PROM  (passive  range  of  motion)  via 
PT  only". 

The  patient  care  record  lacks  documentation  of 
the  PT  visit  notes  for  July,  August,  September 
j  and  October  2009. 

j  *  . 

j  During  an  interview  ori  11/03/09  with  the  Owner, 
'  the  Owner  provided  the  PT  visit  notes  from 
!  January  2,  2009  -  June  29,  2009. 

During  the  survey,  the  Owner  stated  that  "the  PT 
:.must  have  the  visit  notes  for  July,  August, 
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OEFICIENCY) 


H714  Patient  care  records  A)  All  pt 
notes  for  July  August  and  September 
have  been  obtained  and  reviewed  by 
the  director  of  nursing.  The  director 
of  nursing  conducted  in-service 
training  with  the  current  pt  on  the 
importance  of  timely  submission  of 
pt  notes  and  review  of  current 
parameters  of  BP.  She  has  signed  an 
affidavit  of  the  above  a  post  training 
review  will  be  administered  12/10/09 
to  ensure  learning  has  occurred. 
B)  To  prevent  reoccurrence  of  this 
deficiency  monthly  chart  audits  will 
be  preformed  times  2  till  100% 
compliance  is  met.  Starting  1/10/10. 
PT  notes  reviewed  to  be  included  in 
chart  audit  tool.  The  director  of 
nursing  will  inform  staff  in  writing 
regarding  the  auditing  process  prior 
to  commencement.  D)  QT  auditor 
will  generate  timely  report  and 
present  findings  for  discussion  at  the 
emergency  QI  meeting  on  12/1 5/09 
and  at  the  quarterly  QIC  meetings. 
Ongoing  in-services  to  continue.  GA 
to  include  the  above  deficiency  on  its 
calendar  and  in  its  Tickler  system. 
Upper  management  restructuring  to 
occur  over  the  next  month 
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September  and  October  2009  on  her  computer". 
The  Owner  further  stated  that  the  agency's  policy 
for  visit  note  submission  is  one  (1 )  month.  The 
Owner  did  not  provide  additional  documentation 
to  explain  the  incomplete  patient  care  record. 

766.9(a)  Governing  authority 

Section  766.9  Governing  authority. 

The  governing  authority  or  operator,  as  defined  in 
Part  700  of  this  Title,  of  a  licensed  home  care 
seryices  agency  shall: ' 

(a)  be  responsible  for  the  management  and 
operation  of  the  agency; 

(b)  ensure  compliance  of  the  home  care  services, 
agency  with  ail  applicable  Federal,  State  and 
local  statutes,  rules  and  regulations. 

This  Regulation  is  not  met  as  evidenced  by: 
Based  on  patient  record  review,  home  visit,  policy 
and  procedures  review,  personnel  record  review 
and  staff  interview,  the  Governing  Authority  (GA) 
failed  to  ensure  compliance  with  all  applicable  . 
Federal,  State,  and  local  statutes,  rules  and 
regulations. 

Failure  to  ensure  compliance  with  ail  rules. and 
regulations,  and  to  ensure  the  provision  of 
responsible  operation  and  management  of  the 
home  care  agency  places  all  patients  at  risk  for 
poor  quality  of  care. 

This  was  evident  in  the  following  deficiencies: 

766.1  Patient  Rights 

766.5  Clinical  Supervision 

766.6  Patient  Care  Record 
766.9  Governing  Authority 
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HI  002  766. 9  (A)  Governing 
Authority 

The  agencies  governing 
body/operator  has  implemented  the 
following  agency  changes  to 
improve  management  and  operation; 
ensuring  safe  patient  care,  striving  to 
meet  DOH.  regulatory  body  standards 
by  employing  a  quality  improvement 
consultant  as.  of  12/15/09, 
reorganizing  the  quality 
Improvement  Committee  and 
providing  appropriate  staff  in- 
service,  which  will  be  ongoing:  In 
addition  the  following  issues  have 
been  addressed  accordingly:  Patient 
rights  (766.1),  Clinical  Supervision 

(766.5)  ,  Patient  Care  Records 

(766.6)  ,  Governing  Authority 
(766.9),  Personnel  (766.1 1)  and 
Records  and  Reports  (766.12)  B)  In 
order  to  prevent  re-occurrence  of 
above  mentioned  issues  and  other 
similar  issues  the  agency's  governing 
body/operator  has  developed  a 
system  to  oversee  individual  and 
committee  activities  on  an  on-going 
basis.  C)  A  new  quality 
Improvement  Plan  has  been  created; 
audit  tools  have  been  and  will  be 
created  on  an  onr-going  basis;  a 
evised  repumng/filiiig  system  has  

ibeeni  implemented;  the  QIC  meetingnmuatior  sheet  sof26 
agenda  now  includes  standing  time 


New  York  State  Department  of  Health 


PRINTED:  11/20/2009 
FORM  APPROVED 


STATEMENT  OF  DEFICIENCIES 
ANO  PLAN  OF  CORRECTION 


(X1)  .PROVIOER/SUPPLIER/CLIA 
IDENTIFICATION  NUMBER: 


LC0921A 


(X2)  MULTIPLE  CONSTRUCTION 

A.  BUILDING   

B.  WING  


<X3)  DATE  SURVEY 
COMPLETED 


11/03/2009 


NAME  OF  PROVIOER  OR  SUPPUER 

CARING  HANDS  HOME  CARE  INC 


STREET  ADORESS.  CITY.  STATE.  ZIP  COOE 

36  JANICE  LANE 
SELDEN,  NY  11784 


(X4>  IO  SUMMARY  STATEMENT  OF  DEFICIENCIES 

PREFIX  (EACH  DEFICIENCY  MUST  BE  PRECEDED  BY  FULL 

TAG  REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


H  714  Continued  From  page  7 

September  and  October'2009  on  her  computer". 
The  Owner  further  stated  that  the  agency's  policy 
for  visit  note  submission  is  one  (1)  month.  The 
Owner  did  not  provide  additional  documentation 
to  explain  the  incomplete  patient  care  record. 

hi  002  766.9(a)  Governing  authority 

Section  766.9  Governing  authority. 

The  governing  authority  or  operator,  as  defined  in 
Part  700  of  this  Title,  of  a  licensed  home  care 
services  agency  shall: 

(a)  be  responsible  for  the  management  and 
:  operation  of  the  agency; 

(b)  ensure  compliance  of  the  home  care  services 
agency  with  all  applicable  Federal,  State  and 
loca)  statutes,  rufes  and  regulations. 

This  Regulation  is  not  met  as  evidenced  by: 
Based  on  patient  record  review,  home  visit,  policy 
and  procedures  review,  personnel  record  review 
and  staff  interview,  the  Governing  Authority  (GA) 
failed  to"  ensure  compliance  with  ail  applicable 
Federal,  State,  and  local  statutes,  rules  and 
regulations. 

Failure  to  ensure  compliance  with  all  rules' and 
regulations,  and  to  ensure  the  provision  of 
responsible  operation  and  management  of  the 
home  care  agency  places  all  patients  at  risk  for 
poor  quality  of  care. 

This  was  evident  in  the  following  deficiencies: 

766.1  .  Patient  Rights 
766  5  Clinical  Supervision 
766.6  Patient  Care  Record 
766.9  Governing  Authority 
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allotments  for  the  following 
areas:  medical  orders,  clinical 
supervision,  patient  care,  record 
reviews,  personal  reviews  and  an 
annual  statistical  summary  reporting 
and  filing  will  be  preformed 
according  to  an  established  calendar 
(the  HPN  will  be  accessed  on  a  daily 
basis)  D)  The  agency's  governing 
body/operator  will  utilize  a  reporting 
calendar  to  see  that  all  areas  of 
concern  are  addressed  in  a  timely 
manner  by  the  appointed  personnel 
and  take  immediate  action  if/when 
there  is  variance.G  A  to  include  the 
above  deficiency  on  its  calendar  and 
in  its  Tickler  system.  Upper 
management  restructuring  to  occur 
over  the  next  month. 
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766.11  Personnel 

766.12  Records  and  Reports 


H1006 


766.9(c)  Governing  authority 

Section  766.9  Governing,  authority. 

The  governing  authority  or  operator,  as  defined  in 
Part  700  of  this  Title,  of  a  licensed  home  care 
services  agency  shall: 


(c)  ensure  the  development  of  a  written 
emergency  plan  which  is  current  and  includes 
procedures  to  be  followed  to  assure  health  care 
needs  of  patients  continue  to  be  met  in 
emergencies  that  interfere  with  delivery  of 
services,  and  orientation  of  all  employees  to  their 
responsibilities  in  carrying  out  such  a  plan. 
This  Regulation  is  not  met  as  evidenced  by: 
Based  on  record  review  of  the  agency's 
]  emergency  plan,  policy  and  procedure  and  staff 
j  interview^  the  Governing  Authority  (GA)  failed  to 
[  develop  a  complete  emergency  plan. 
|  • 
I  Failure  to  develop  a  complete  emergency  plan 
places  all  patients  at  risk  for  not  having  their 
needs  met  in  an  emergent  situation. 


The  findings  are:  ; 

The  agency  "Emergency  Management  and 
i  Disaster  Preparedness  Plan"  (Policy  VIM  8)  lacks 
■  documented  evidence  of  a  call  down  list  of 
|  agency  staff,  a  contact  list  of  community  partners, 
i  collaboration  with  community  partners  in  planning 
,  efforts  and  participation  in  disaster  drills  and 
j  exercises. 

'  The  emergency  plan  lacks  policies  and 
procedures  addressing  the  procedure  for^ 
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COMPLETE 
DATE 


H1006  766.9(C)  Governing  authority 
"Emergency  management  and 
disaster  plan  isn't  complete"  "No 
revisions  of  P&P  manual"  "Criminal 
History  Record  Check  lacks  info"  A) 
The  agency's  governing 
body/operator  is  the  designated  body 
to  ensure  continued  compliance  to 
deficiency  H1006  B)  The  following 
corrective  action  has  been  taken;  The 
nursing  supervisor  on  the  audit  case 
has  been  assigned  to  review  the 
individual  emergency  plan  for  the 
audit  patient.  A  date  of  12/14/09  has 
been  given  and  the  plan  is  to  be 
submitted  to  the  emergency  QIC 
meeting  on  12/15/09.  The  director  of 
nursing  has  been  assigned  the  task  of 
implementing  and  updating  the 
"Emergency  Management  and 
Disaster  Plan"  to  include  a  call  down 
list  contact  with  community  partners 
and  participating  in  a  disaster  drill  n 
exercises.  Disaster  drill  to  take  place 
December  20  2009.The  month  of 
January  has  been  marked  on  the  QI 
calendar  for  an  entire  P&P  review. 
The  QIC  Committee  has  been 
notified  and  have  agreed  to  attend, 
inservices  to  CHHC  employees  to 
occur  after  Jan.3 1,  2010.Ongoing  in- 
services as  needed.  C)  To  prevent  re- 
occurrence of  issue/  the  emergency 


preparedness  plan  of  the  agency  is  to 
1c9e1reviewed  quarterly  at  the  QIC  ^maton  sheet  9of26 
committee  meeting.  Quarterly  //J^  f_         |  nyJ^T 
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766.11  Personnel 
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The  governing  authority  or  operator,  as  defined  in 
Part  700  of  this  Title,  of  a  licensed  home  care 
services  agency  shall; 


(c)  ensure  the  development  of  a  written 
emergency  plan  which  is  current  and  includes 
procedures  to  be  followed  to  assure  health  care 
needs  of. patients  continue  to  be  met  in 
emergencies  that  interfere  with  delivery  of 
services,  and  orientation  of  all  employees  to  their 
responsibilities  in  carrying  out  such  a  plan. 
This  Regulation  is  not  met  as  evidenced  by: 
Based  on  record  review  of  the  agency's 
emergency  plan,  policy  and  procedure  and  staff 
interview,  the  Governing  Authority  (GA)  failed  to 
develop  a  complete  emergency  plan. 

Failure  to  develop  a  complete  emergency  plan 
:  places  all  patients  at  risk  for  not  having  their 
.  needs  met  in  an  emergent  situation. 

The  findings  are: 

:  The  agency  "Emergency  Management  and 
Disaster  Preparedness  Plan"  (Policy  Vil-18)  lacks 

'  documented  evidence  of  a  call  down  list  of 
agency  staff,  a  contact  list  of  community  partners, 
collaboration  with  community  partners  in  planning 
efforts  and  participation  in  disaster  drills  and 
exercises. 

The  emergency  plan  lacks  policies  and 
procedures  addressing  the  procedure  for 

ilth  Svstems  Mlanaaement  /  Office  of  Lona  Term  Care 


written  report  is  to  be  submitted  to 
the  GA  review  quarterly  D)  Auditor 
will  generate  timely  reports  and 
present  findings  for  discussion  in  the 
quality  improvement  meeting.  On 
going  in-services  to  contimie.GA  to 
include  the  above  deficiency  on  its 
calendar  and  in  its  Tickler  system. 


Office  of  Health  Systems  Management  /  Office  of  Long  Term  Care 
STATE  FORM  Version  NYS  1 1/1 7/2009 


108511 


r\     -    ■        \P\       tsn         "  contiriuatigfi  sheet  9  of  26 


New  York  State  Department  of  Health 


PRINTED:  11/20/2009 
FORM  APPROVED 


STATEMENT  OF  DEFICIENCIES 
AND  PLAN  OF  CORRECTION 


(X1)  PROVIDER/SUPPLIER/CLIA 
IDENTIFICATION  NUMBER: 


LC0921A 


NAME  OF  PROVIDER  OR  SUPPLIER 
CARING  HAN  OS  HOME  CARE  iNC 


(X2)  MULTIPLE  CONSTRUCTION 

A  BUILDING   

6.  WING  


(X3)  DATE  SURVEY 
COMPLETED 


11/03/2009 


STREET  ADORESS,  CITY,  STATE,  ZIP  CODE 

36  JANICE  LANE 
SELDEN,  NY  11784 


(X4)  ID 
PREFIX 
TAG 


SUMMARY  STATEMENT  OF  DEFICIENCIES 
(EACH  DEFICIENCY  MUST  SE  PRECEDED  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


H1006  Continued  From  page  9 

maintaining  the  agency's  call-down  list  and  the 
procedure  for  the  agency  to  respond  to  requests 
for  information  by  community  partners  in  an 
emergency,  annual  review  and  update  of  plan 
and  orientation  of  staff." 


During  interview  with  the  agency's  Owner  on  ' 
1 1/03/09,  the  Owner  did  not  provide  an 
explanation  for  the  incomplete  emergency  plan. 


H1008  766.9(d)  Governing  authority 

Section  766.9  Governing  authority. 

The  governing  authority  or  operator,  as  defined  in 
Part  700  of  this  Title,  of  a  licensed  home  care 
services  agency  shall. 


(d)  adopt  and  approve  amendments  to  written 
policies  regarding  the  management  and  operation 
of  the  home  care  services  agency  and  the 
|  provision  of  health  care  services. 
!  This  Regulation  is  riot  met  as  evidenced  by: 
j  Based  on  record  review  and  staff  interview,  the 
Governing' Authority  (GA)  failed  to  maintain 
written  policies  and  procedures  which  are  current 
and  complete.  This  was  evident  for  the  agency 
policy  and  procedure  manual. 

Failure  to  maintain  current  and  complete  policies 
and  procedures  places  the  patients  at  risk  for 
poor  quajity  of  care. 


I  The  findings  are: 

1)  The  agency  policy  and  procedure  manual 
lacks  documentation  of  review  arid  revision  since 
!  the  year  2007. 

!  2)  The  policy  and  procedure  for  Criminal  History 
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HI 008  Governing  authority  A)  the 
governing  body  operator  of  the 
agency  is  to  develop  a  new  policy  for 
criminal  history  checks.  This  is  to 
include  supervision  of  temporary 
staff  and  the  scaiining  of  finger 
printing  cards.  B)  To  prevent 
reoccurrence  of  this  issue  the  CHRC 
policy  is  to  be  completed  and 
reviewed  at  the  January  22  QIC 
committee  meeting.  C)  The  agency's 
quality  improvement  staff  will 
develop  an  audit  tool  to  include 
Policy  and  procedure  review.  The 
review  process  will  be  ongoing  D) 
The  QIC  committee  to  submit  its 
quarterly  report  to  the  governing 
authority  for  review  and  acceptance 
to  prevent  a  repeat  deficiency  again 
all  information  to  be  reviewed  by  the 
newly  appointed  QIC  Czar  for 
acceptance  by  l/22/10.Ongoing  in- 
services  to  continue.  A  to  include  the 
above  deficiency  on  its  calendar  and 
in  its  Tickler  system.  Physician 
appointed  on  the  QIC  to  review  this 
policy  individually  for  suggestions. 
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Record  Check  (CHRC)  lacks  documentation  that 
•the  policy  was  reviewed  to  include  the  changes  in 
the  policy  regarding  the  supervision  of  the 
temporary  staff,  and  the  scanning  of  finger 
printing  cards. 

During  an  interview  with  the  agency's  Owner  on 
1 1/03/09,  the  Owner  did  not  provide  an 
explanation  for  the  policies  not  being  reviewed 
and  incomplete. 

REPEAT  DEFICIENCY  FROM  7/17/2007 
SURVEY 


766.9(g)  Governing  authority 

Section  766.9  Governing' authority. 

The  governing  authority  or  operator,  as  defined  in 
Part  700  of  this  Title,  of  a  licensed  home  care 
services  agency  shall: 


(g)  employ  or  contract  for  a  sufficient  number  of 
staff  to  coordinate,  direct  and  deliver  services  to 
patients  accepted  for  care  in  accordance  with 
prevailing  standards  of  professional  practice. 
I  This  Regulation  is  not  met  as  evidenced  by: 
j  Based  on  record  review  and  staff  interview,  the 
i  Governing  Authority  (GA)  failed  to  employ  or 
j  contract  staff  to  provide  the  services  identified  on 
|  the  agency's  license.  This  was  evident  for 
j  personnel  files/contracts  for  Speech  Language 
j  Pathology  (SLP),  Occupational  Therapy  (OT), 
I  Medical  Social  Work  (MSW),  and  Home  Health 
;  Aide  (hha)  services. 


:  Failure  to  employ  or  contract  staff  to  provide  SLP, 
'  OT,  MSW,  and  hha  services  places  patients  at 
i  risk  for  not  having  their  care  needs  met 
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HI 014  766.9(G)  Governing 
Authority  A)  The  agency's 
governing  authority/operator  has 
(initiated  contact  with  a  local  agency 
for  a  contract  for  ancillary  services. 
HHA,ST,OT  and  MS  W  B)  To 
prevent  re-occurrence  of  this  issue 
the  QIC  committee  meeting  is  to 
include  review  of  contracts  in  the 
agencies  QIC. quarterly  meeting  C) 
The  agency's  quality  improvement 
staff  will  develop  an  audit  tool  based 
on  the  need  of  this  repeated  DOH 
deficiency.  A  designated  QIC 
member  will  perform  audits.  The 
designated  member  will  notify  is  • 
writing  to  the  GA/operator  for  the 
review.  D)  The  corrective  action  to 
ensure  this  repeat  practice  will  not 
occur  again  is  the  findings  are  to  be' 
reviewed  monthly  times  2  till  100% 
compliance  is  met.  By  the  newly 
appointed  Ql/Czar.  The  agency's 
governing  body/operator  will  utilize 
a  reporting  calendar  to  see  that  all 
areas  of  concern  have  been 
addressed  and  take  immediate  action 
if  deemed  necessary 
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The  finding  are: 

The  personnel  records  and/or  contract  for  the 
SLP,  OT,  MSW  and  hha  services  identified  on 
the  agency's  license  were  requested.  The 
agency's  Owner  did  not  provide  the  information 
requested. 

During  interview  with  the  agency's  Owner  on 
11/03/09,  the  Owner  stated  that  she  "does  not 
have"  a  personnel  files  or  contracts  for  these 
services  at  this  time. 

REPEAT  DEFICIENCY  FROM  7/17/2007 
SURVEY 

766.9(1)  Governing  authority 

Section  766.9-Goveming  authority. 

The  governing  authority  or  operator,  as  defined  in 
Part  700  of  this  Title,  of  a  licensed  home  care 
services  agency  shall: 


(I)  appoint  a  quality  improvement  committee  to 
establish  and  oversee  standards  of  care.  The 
quality  improvement  committee  shall  consist  of  a 
consumer  and  appropriate  health  professional 
persons  including  a  physician  if  professional 
health  care  services  are  provided  The  committee 
shall  meet  at  least  four  times  a  year  to: 

(1)  review  policies  pertaining  to  the  delivery  of  the 
healthcare  services  provided  by  the  agency  and 
recommend  changes  in  such  policies  to  the 
governing  authority  for  adoption; 

(2)  conduct  a  clinical  record  review  of  the  safety,, 
adequacy,  type  and  quality  of  services  provided 
which  includes: 
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(EACH  CORRECTIVE  ACTION  SHOULD  BE 
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'     DEFICIENCY)  ■ 


HI  036  766.9  (I)  Governing  authority 
A)  The  agencies  governing 
body/operator  has  implemented  the 
following  agency  changes  to 
improve  management  and  operation 
insuring  safe  patient  care,  striving  to. 
meet  DOH/  regulatory  body 
standards  by  employing  a  QI  Czar 
Catherine  McLaughlin  RN. .  A  QI 
czar  has  been  immediately  retained 
and  all  current  deficiencies  have 
been  reviewed  with  her.  She  has 
agreed  to  an  emergency  meeting  on 
12/1 5/09.  Monthly  review  of 
required  records  will  be  done  times  .2. 
till  100%  compliance  is  met.  .  Also 
will  initiate  QIC  meetings 
quarterly.A  physician  has  been 
retained  for  the  QIC  CommittecHe 
as  agreed  to  met  Quarterle  and  to  be 
available  for  consulting  when 
necessary  .Dr. Brent  Spers/107 
berkshiie  Dr.  Farmingville  NY 
1 1738/Tel  63 1-928- 
58007Lic#147779.  B)  In  order  to 
prevent  reoccurrence  of  the  repeat 
deficiency  HI  036  the  QI  plan 
created  and  overseen  by  the  newly 
appointed  Qlczar.  She  will  oversee 
individual  and  committee  activity  on 
an  ongoing  basis  C)  The  tools  used 
are  to  be  a  revised  reporting  system 
for  the  QIC  mcluding  monthly 
record  audits  for  1 00%  compliance 
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Meeting  agenda  will  now  include  a 
ipliysician  and  consumer.  The    lf  continuation  sheet  12  0r26 
operator  of  the  agency  is  now         ^      Jj  _ 
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.  (i)  random  selection  of  records  of  patients 
currently  receiving  services  and  patients 
discharged  from  the  agency  within  the  past  three 
months;  and 

'  (ii)  all  cases  with  identified  patient  complaints  as 
specified  in  subdivision  (j)  of  this  section;. 

(3)  prepare  and  submit  a  written  summary  of 
review  findings  to  the  governing  authority  for 
necessary  action;  and 


(4)  assist  the  agency  in  maintaining  liaison  with 
other  health  care  providers  in  the  community. 
This  Regulation  is  not  met  as  evidenced  by: 
Based  on  record  review  and  interview,  the 
Governing  Authority  (GA)  faiied  to  ensure  that  the 
Quality  Improvement  (Ql)  committee  met  four 
times  a  year;  includes  a  physician  and  a 
consumer  and  patient  care  records/ 
policies/procedures  are  reviewed.  This  was 
evident  for  the  Quality  Improvement  (Ql)  meeting 
minutes. 

Failure  of  the  quality  improvement  committee  to 
establish  and  oversee  standards  of  care  places 
patients  at  risk  for  receiving  poor  quality  care: 

The  findings  are: 

1)  The  Ql  meeting  minutes  from  the  year  2008  - 
present  were  requested  during  the  entrance 
conference. 

The  Owner  provided  one  (1 )  meeting  dated 
"February  5,  2009".  There  is  no  documented 
evidence  of  Ql  meetings  conducted  in  the  year ' 
2008. 


H1036 


actively  pursuing  a  consumer 
advocate.  D)  The  Ql  above 
corrective  action  will  be  now  Be 
overseen  by  the  newly  appointed  Ql 
czar  Catherine  McLaughlin  RN.  The 
agency's  governing  body/operator 
will  utilize  the  reportjuig  calendar  to 
see  that  this  deficient  practice  does 
not  happen  again.This  Defiscent 
practice  will  be  included  in  the  GA 
;  Tickler  system. 
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2)  The  QJ  meeting  minutes  dated  2/05/09  does 
not  include  documented  evidence  of  physician 
and  consumer  attendance. 

3)  There  is  no  documented  evidence  that  the 
agency  reviewed  policies  and  procedures 
pertaining  to  the  delivery  of  the  health  care 
services  provided  by  the  agency.  The  Ql  meeting 
minutes  lack  documentation  that  the  agency 
conducted  a  clinical  record  review  of  the  active 
patient,  and  any  discharged  patients  in  the  past 
three  (3)  months. 

During  an  interview  with  the  agency's  Owner  on 
1 1/03/09;  the  Owner  stated  that  agency  "had  not 
conducted"  any  meetings  in  2008.  The  Owner 
stated  that  she  "does  not  currently"  have  a 
physician  and  consumer  for  quarterly  meeting 
minutes. 

REPEAT  DEFICIENCY  FROM  7/17/2007 
SURVEY 

766.9(o)  Governing  Authority 

Section  766.9  Governing  authority 

(o)  Health  Provider  Network  Access  and 
Reporting  Requirements.  The  governing  authority 
or  operator  of  an  agency  shali  obtain  from  the 
Department 1  s  Health  Provider  Network  (HPN), ' 
HPN  accounts  for  each  agency  that  it  "operates 
and  ensure  that  sufficient,  knowledgeable  staff 
will  be  available  to  and  shall  maintain  and  keep 
current  such  accounts.  At  a  minimum,  twenty-four 
hour,  seven-day  a  week  contacts  for  emergency 
communication  and  alerts,  must  be  designated  by 
each  agency  in  the  HPN  Communications 
Directory.  A  policy  defining  the  agency  '  s  HPN 
coverage  consistent  with  the  agency  1  s  hours  of 
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operation  shall  be  created  and  reviewed  by  the 
agency  no  less  than  annually.  Maintenance  of 
each  agency '  s  HPN  accounts  shall  consist  of, 
but  not  be  limited  to,  the  following: 


(1)  sufficient  designation  of  the  agency '  s  HPN 
coordinator s)  to  allow  for  HPN  individual  user 
application; 

(2)  designation  by  the  governing  authority  or 
operator  of  an  agency  of  sufficient  staff  users  of 
the  HPN  accounts  to  ensure  rapid  response  to 
requests  for  information  by  the  State  and/or  local 
Department  of  Health;  ,  : 

(3)  adherence  to  the  requirements  of  the  HPN 
user  contract;  arid    1      '  , 

(4)  current  and  complete  updates  of  the 
Communications  Directory  reflecting  changes 
that  include,  but  .are  not  limited  to,  general 
information  and  personnel  role  changes  as  soon 
as  they  occur,  arid  at  a  minimum,  bri  a  mortthly 
basis. 


,  This  Regulation  is  not  met  as  evidenced  by 
Based  ori  record  review  and  staff  interview;  the  . 
agency  failed  to  develop; complete  policy  and 
procedures  and  maintain  a  complete  ■.  ; 
Communication  Directory,  this  was  evident  for 
the  agency's  "Emergency  Management  and 
Disaster,  Preparedness  Plan"  and  Health  Provider 
Network  (HPN)  account  ■ 

Failure  to  develop  complete  policy  and 
procedures  and  maintain  a  complete  . 
_  Communication  Directory  places  the  agency  for 
|  not  receiving  information  from  the  Department  of 
|  Health  necessary  for-  the  operation  of  the  agency: 
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HI  142  776/)  (O)  *'HPN"  A)  The 
governing- body/operator  will  be  the 
responsible  designee  for  the.LtPN  . 
activities  and  occurrences  till  a  HPN 
coordinator  is  retained  by  llie  ;;  *,■.  w,  , 
12/15/09  QIC  meeting  B)  lb  prevent 
occurrences  of  the  governing   ■     t  ,; 
body/operator  oi:  the  agency  to     ,  , 
review  and  plan  HPN  training  ol  a  •• 
new  coordinator  and  QI  in-services 
regarding  HPN  maintenance.  To  v 
highly  address  this  repeal  deficiency 
from  7/17/07  a  HPN  coordinator  1  - 
must  be  trained  promptly  and  issue  a 
specific' period  for  regulatory  body 
updates  and  discussions  will  be 
included  m  the  QIC  meeting:  starting 
12/15/09  In-service  of  the 
designated  to  accesslhe  1 I PN  system 
to  be  ongoing).  1  Tie  Groverning 
body/operator  will  present  pertinent 
data  regarding  HPN  and  other , 
regulatory  riody  mformatio n  in  the 
QIC  meeting.  D)  The  governing 
body  /operator  will  perform  monthly 
review  times  2  till  100%  compliance 
is  achcicvcd.of  HPN  compliance  and 
other  regulatory  body  information 
accordingly.  Ongoing  in-services  to 
continue.  The  OA  to  include  the 
above  deficiency  on  its  calendar  and 
in  its  Tickler  system. 
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The  findings  are: 

1)  The  agency  policy  and  procedure  for 
"Emergency  Management  and  Disaster 
Preparedness  Pian". includes  the  title  of  the  hand 
written  one  word  "HPN"  on  the  same  policy  and 
procedure. 

The  policy  includes  two  (2)  statements  regarding 
the  HPN.  The  statements  are:.  1)  "B.  Emergency 
and  Disaster  Preparedness",  documents  that  the 
agency  will  "Participation  in  the  NYS  DOH  HPN 
System"  and  2)  the  "Owner",  "RN  is  the 
designated  person  for  maintenance  of  the  HPN. 
account.  In  her  absence  the  designated  person 
will  be" ...  "RN/VP  of  Operation". 

2)  The  agency  Communication  Directory  lacks 
documentation  of  the  agency's  24  by  7  Contact; 
the  Office  the  Administrator;  the  Director  of 
Patient  Services;  the  Governing  Body  President 
and  members;  HPN  Coordinator;  Criminal  History 
Record  Check  Authorized  Person;  Emergency 
Response  Coordinator  and  all  positions  identified 
for  the  Home  Care  Registry. 

3)  The  "Contact  Information  for  Caring  Hands 
Home  Care,  Inc."  on  the  HPN  documents  an 
incorrect  telephone.for  the  agency.  1 

The  documented  number:  "631-218-8761"  is  not 
in  service. 


;  During  an  interview  with  the  agency's  Owner  on 
I  11/03/09,  the  Owner  stated  that  the  correct 
j  number  for  agency  is  "631  736-3073".  The 
,  Owner  provided  no  explanation  for  the 
:  incomplete  Communication  Directory  and 
i  incorrect  agency  number  documented  on  the 
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REPEAT  DEFICIENCY  FROM  7/1 7/2007 
SURVEY 

766.11(d)(4)  Personnel 
766.11  Personnel. 

The  governing  authority  or  operator  shall  ensure 
for  all  health  care  personnel: 


H1142 


H1330 


(d)  that  a  record  of  the  following  tests, 
examinations  or  other  required  documentation  is 
maintained  for  all  personnel  who  have  direct 
patient  contact: 

(4)  ppd  (Mantoux)  skin  test  for  tuberculosis  prior 
to  assuming  patient  care  duties  and  no  less  than 
every  year  thereafter  for  negative 
findings. Positive  findings  shall  require  appropriate 
clinical  follow  up  but  no  repeat  skin  test.The 
agency  shall  develop  and  implement  policies 
regarding  follow  up  of  positive  test  results. 
This  Regulation  is  not  met  as  evidenced  by: 
Based  on  record  review  and  staff  interview,  the 
Governing  Authority  (GA)  failed  to  ensure  that  all 
personnel  have  annual  PPD/Mantbux  skin  tests 
for  Tuberculosis.  This  was  evident  in  four  (4)  of 
eight  (8)  personnel  records  reviewed  (Employees 
#5,  #6,  #7  and  #8). 

Failure  to  ensure  that  all  personnel  have  the 
required  annual  PPD  (Mantoux)  skin  test,  places 
the  patients  at  risk  for  possible  exposure  to 
communicable  disease. 


j  The  findings  are: 

:  1)  Employee  #8  Registered  Nurse  (RN)  has  a  v 


HI 330  766.11  CD)  (4)  personnel 
A)  The  director  of  nursing  should 
ensure  that  al!  PPD 's  are  current  on 
all  personnel  B)  The  director  of 
nursing  has  obtained  all  up  to  date 
PPD's  on  all  current  employees. 
Available  to  the  DOH  upon  request. 
C)  The  QI  Czar  to  monitor  staff  files 
monthly  times  2  till  100% 
compliance  is  met.  Starting  12/10/09. 
Then  quarterly  there  after.  The 
Director  of  nursing  will  inform  staff 
in  writing  regarding  the  new  auditing 
process  prior  to  commencement.  D) 
Auditor  will  generate  timely  reports 
and  present  findings  for  discussion  in 
the  QIC  meeting.  Ongoing  in- 
services  to  continue.  Upper 
management  restructuring  to  occur 
over  the  next  month.  A  to  include  the 
above  deficiency  on  its  calendar  and 
in  its  Tickler  system. 
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hire  date  of  3/08/09.  The  personnel  record  lacks 
documentation  of  the  required  ppd  skin  test  prior 
to  employment. 

2)  Employee  #5  (RN)  has  a  hire  date  of  7/30/07. 
The  personnel  record  lacks  documentation  of  an 
annual  required  PPD  for  the  year  2009. 

3)  Employee  #6  (RN)  has  a  hire  date  of  August 
2007.  The  personnel  record  lacks  documentation 
of  an  annual  PPD  for  the  year  2009. 

4)  Employee  #7  (RN)  has  a  hire  date  of  4/24/06. 
The  personnel  record  lacks  documentation  of  the 
required  PPD  prior  to  employment  and  annually. 

During  an  interview  on  1 1/03/09  with  the  agency 
Owner,  the  Owner  did  not  provide  an  explanation 
for  the  employees  not  receiving  PPD/Mantoux 
testing. 

766.11(d)(5)  Personnel  1 
766.11  Personnel. 

The  governing  authority  or  operator  shali  ensure 
for  all  health  care  personnel:  v 


H1332 


(d)  that  a  record  of  the  following  tests, 
examinations  or  other  required  documentation  is 
maintained  for  all  personnel  who  have  direct 
j  patient  contact: 


|  (5)  an  annual,  or  more  frequent  if  necessary, 
health  status  assessment  to  assure  that  all 
j  personnel  are  free  from  any  health  impairment 
i  that  is  of  potential  risk  to  the  patient,  family  or  to 
[  employees  or  that  may  interfere  with  the 
performance  of  duties. 
This  Regulation  is  not  met  as  evidenced  by: 
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Based  on  record  reviews  and  staff  interview,  the 
agency  failed  to  perform  annual  health 
assessments  for  employees.  This  was  evident  in 
three  (3)  of  eight  (8)  personnel  records  reviewed. 
(Employees  #5,  #6,  and  #7) 

Failure  to  perform  annual  health  assessments  for 
employees  places  all  patients  at  risk  for  exposure 
potential  health  risks. 

The  findings  are: 

1)  Employee  #5  is  a  Registered  Nurse  (RN)  with 
a  hire  date  of  July  30,  2007.  The  personnel 
record  lacks  documentation  of  an  annual  health 
assessment  for  the  year  2009,  The  last 
I  documented  health  assessment  is  dated 
j  "September  2008". 


j  2)  Employee  #6  is  a  RN  with  a  hire  date  of 
j  August  2007.  The  personnel  record  lacks 
documentation  of  an  annual  health  assessment 
for  the  year  2009.  The  last  documented  health 
assessment  is  "9/22/08". 

3)  Employee  #7  is  a  RN  with  a  hire  date  of 
4/24/06.  The  personnel  record  lacks 
documentation  of  pre-employment  health 
assessment  for  year  2006  and  annual  health 
assessments  for  years  2007,  2008  and  2009. 

i 

I  During  interview ,with  the  agency's  Owner  on 
'  1 1/03/09,  the  Owner  did  not  provide  an 

explanation  for  the  lack  of  annual  employee 

health  assessments: 
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PREFIX 
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H1332  766. 11  (D)  (5)  Personnel  A) 
pe  director  of  nursing  shall  ensure 
that  all  personnel  have  a  complete 
annual  health  assessment.  B)  The 
director  of  nursing  has  obtained  up  to 
date  annual  health  assessments  on  all 
currently  employed  personnel/ 
available  to  the  DOH  upon  their 
request.  C)  The  newly  appointed 
QIC  Czar  to  monitor  staff  files 
monthly  starting  12/10/09-  monthly 
at  times  2  till  1 00%  compliance  is 
met,  then  quarterly.  QI  auditing  tool 
to  be  updated  as  necessary.  The 
director  of  nursing  will  inform  the 
staff  in  writing  regarding  the  new 
auditing  process  prior  to 
commencement.  D)  The  governing 
authority  will  include  the  deficiency 
HI  1 32  in  its  tickler  system/  GA 
calendar.  The  QI  czar  to  provide 
written  reports  monthly  or  quarterly 
as  needed.  Upper  managemcht 
restructuring  to  occur  over  the  next 
month.  The  GA  /operator  to  include 
HI  332  on  its  Calendar  and  in  its 
Tickler  system. 
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I  The  governing  authority  or  operator  shall  ensure 
I  for  all  health  care  personnel: 


(k)  that  an  annual  assessment  of  the 
performance  and  effectiveness  of  all  personnel  is 
conducted  including  at  least  one  in-home  visit  to 
'■  observe  performance,  if  appficable. 
This  Regulation  is  not  met  as  evidenced  by: 
Based  on  record  reviews  and  staff  interview,  . the 
agency  failed  to  complete  annual  assessments  of 
the  performance  and  effectiveness  of  personnel 
which  includes  at  least  one  in-home  observation, 
This  was  evident  for  two  (2)  of  seven  (7) 
employees  requiring  annual  performance 
evaluations  (Employees  #4  and  #7). 

Failure  to  perform  an  annuahperformance 
assessment  of  staff  which  includes  at  least  one 
in-home  observation  places  ail  patients  at  risk  for 
poor  quality  care. 

The  findings  are: 

1). Employee  #4  is  a  Physical  Therapy  (PT)  with  a 
|  re-hire  date  of  10/21/06.  The  personnel  record 
I  lacks  annual  performance  assessments  for  years 
j  2007  and  2008. 

i 

|  2)  Employee  #7  is  a  Registered  Nurse  (RN)  with 
I  a  hire  date  of  4/24/06.  The  personnel  record 
;  lacks  annual  performance  assessments  for  years 
i  2007  and  2008. 
I  '  . 

During  an  interview  with  the  agency's  Owner  on 
1 1/03/09,  the  Owner  did  not  provide  an 
explanation  for  the  missing  performance 
assessments. 

REPEAT  DEFICIENCY  FROM  7/17/2007 
SURVEY 
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H1350  766.11  (K)  Personnel  A)  The 
director  of  nursing  shall  ensure  that 
all  personnel  have  complete  up  to 
date  annual  performance  assessments 
B)  The  director  of  nursing  has 
obtained  all  up  to  date  annual  in 
home  performance  assessments  oh 
all  currently  employed  personnel  y 
available  to  DOH  upon  request.  C) 
The  newly  appointed  QIC  czar  to 
monitor  employee  files  monthly 
times  2  till  1 00%  compliance  is 
obtained.  Then  quarterly  QI  auditing 
tool  to-be  updated  as  necessary.  The 
director  of  nursing  will  inform  the 
staff  in  writing  regarding  the  new 
auditing  process  prior  to 
commencement  D)  Upper 
management  restmcturing  will  occur 
over  the  next  month.  The  GA  will 
include  deficiency  H1350  on  its 
calendar  ad  in  its  Tickler  system. 
The  Ql  Czar  to  provide  written 
monthly  report  or  quarterly  as 
needed. 
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766.11(l)(1)  Personnel 
766.11  Personnel. 

The  governing  authority  or  operator  shall  ensure 
for  all  health  care  personnel. 


(0 


(1)  that  a  program  is  implemented  and  enforced 
|  for  the  prevention  of  circumstances  which'could 
|  result  in  an  employee  or  patient/client  becoming 
j  exposed  to  significant  risk  body  substances 
j  which  could  put  them  at  significant  risk  of  HIV  or 
!  other  blood-borne  pathogen  infection  during  the 
j  provision  of  services,  as.  defined  in  sections  63.1  . 
and  63.9  of  this  Title.  Such  a  program  shall 
include: 

(i)  use  of  scientifically  accepted  protective 
barriers  during  job-related  activities  which  involve, 
or  may  involve,  exposure  to  significant  risk  body 
substances.  Such  preventive  action  shall  be 
taken  by  the  employee  with  each  patient/client 
and  shall  constitute  an  essential  element  for  the 
prevention  of  bi-directional  spread  of  HIV  or  other 
bfood-bome  pathogen; 

(ii)  use  of  scientifically  accepted  preventive 
practices  during  job-related  activities  which 
involve  the  use  of  contaminated  instruments  or 
equipment  which  may  cause  puncture  injuries; 

j  '  ■  . 

|  (iii)  training  at  the  time  of  employment  and  yearly 
|  staff  development  programs  on  the  use  of 
■  protective  equipment,  preventive  practices,  and 
circumstances  which  represent  a  significant  risk 
for  all  employees  whose  job-related  tasks  involve, 
or  may  involve,  exposure  to  significant  risk  body 
substances; 
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HI  3  54  766. 11  (1)  Personnel  A)  The 
director  of  nursing  shall  be  the 
designated  individual  responsible  for 
the  implementation  of  a  Caring 
Hands  Home  Care  in-service  of 
blood-borne  pathogens  related  risks 
and  health  care  workers  infection 
control  state  mandated  in-service.  B) 
According  to  the  agency's  personnel 
policy  all  staff  will  receive  annual 
blood  borne  pathogen  in-services  and 
infection  control  in-services.  All 
current  employees  of  Caring  Hands 
Home  Care  have  been  in-serviced 
and  updated  on  infection  control  and 
blood  borne  pathogens.  Available  to 
DOH  upon  request.  All  staff  has 
received  a  written  notification  of  this 
update  in  the  policy  and  Procedure. 
C)  The  new  QIC  Czar  to  review 
monthly  2  times  till  1 00% 
compliance  is  met.  In-services  to  be 
included  on  the  employee  audit  tool 
staff  to  be  notified  in  writing  of  the 
changes  in  in-services  by  12/10/09. 
QIC  to  meet  and  discuss  findings  at 
12/15/09  QIC  meeting.  D)  The 
governing  body/operator  to  include 
DOH  deficiency  H1354  on  the  GA 
calendar  and  tickler  system  QIC  to 
review.  Qic  minutes  to  be  reviewed 
ongoing. 
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(iv)  provision  of  personal  protective  equipment  for 
employees  which  is  appropriate  to  the  tasks 
being  performed;  • 

(v)  a  system  for  monitoring  preventive  programs 
'to  assure  compliance  and  safety.  ■ 

This  Regulation  is  not  met  as  evidenced  by: 
Based  on  personnel  record  reviews  and  staff 
interview,  the  agency  failed  to  ensure  that 
employees  receive  annual  Standard  Precautions 
training.  This  was  evident  in  four  (4)  of  eight  (8) 
personnel  records  reviewed.  (Employees  #1,  #2, 
#7,  and  #8) 


Failure  to  ensure  that  employees  receive  the 
required  annual  in-service  places  patients  at  risk 
for  poor  quality  care. 

The  findings  are. 

1)  Employee  #8  Registered  Nurse  (RN)  has  a 
hire  date  of  3/06/09.  The  personnel  record  lacks 
documentation  that  the  employee  received 
Standard  Precautions  training  during  orientation. 

2)  Employee  #1  RN  has  a  hire  date  of  April  2006. 
The  personnel  record  lacks  documentation  of  the 
required  annual  Standard  Precautions  training  for 
the  years  2007  and  2008. 

j  3)  Employee  #2  is  a  RN  with  a  hire  date  of 

I  4/15/06,  The  personnel  record  lacks 
documentation  of  the  required  annual  Standard 
Precautions  training  for  years  2007  and  2008. 

4)  Employee  #7  is  a  RN  with  a  hire  date  of 
4/24/06.  The  personnel  record  lacks 
documentation  of  the  required  annual  Standard 
Precautions  training  for  years  2007  and  2008. 
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During  an  interview  with  the  agency's  Owner  on 
1 1/03/09,  the  Owner  did  not  provide  an 
explanation  for  the  employees  not  receiving 
Standard  Precautions  training. 

I 

H1432|  766.12(a)(3)  Records  and  reports 
'  766,12  Records  and  reports. 


(a)  The  governing  authority  or  operator  shall 
ensure  the  prompt. submission  of  all  records  and 
reports  .required  by  the  department  and  that: 


|  (3)  at  a  minimum,  the  following  reports  and 
|  records  are  retained  by  the  home  care  services 
j  agency  and  available  to  the  department  upon 
i  request: 

l  (i)  minutes  of  the  meetings  of  the  governing 
;  authority  and  the  committees  thereof  which  shad 
be  retained  for  three  years  from  the  date  of  the 
meeting; 

(ii)  records  of  all  financial  transactions  directly  * 
related  to  delivery  of  patient  care  which  shall  be 
retained  three  years  from  the  date  of  the 
transaction; 

|  (iii)  personnel  records,  which  shall  be  retained 
j  three  years  from  the  date  of,  employee 
j  termination  or  resignation; 

j 

|  (iv)  records  of  grievances  and  complaints  which 
|  shall  be  retained  for  three  years  from  the  date  of 
[  resolution; 

i  (v)  all  records  related  to  patient  care  and' 
I  services;  and 

(vi)  any  other  records  required  to  be  kept  by  this 
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H1432  766.12  (A)  (3)  Records  and 
reports  A)  The  newly  appointed  czar 
Catherine  McLaughlin  is  the 
designated  individual  responsible  for 
correction  and  compliance  of  DOH 
repeated  deficiency  from  7/17/07  B) 
An  emergency  QIC  meeting  has 
been  scheduled  for  12/15/09  QIC  is 
to  include  CM.  RN  (czar)  B.D.  RN 
(dir.  Of  Nsg)  and  another  member  to 
be  named.  All  DOH  deficiencies, 
corrections,  chart  audits  and 
employee  file  audits  to  be  reviewed 
by  the  GAC  on  12/20/09  C)  QIC 
minute  review  to  be  included  on  the 
GA  calendar  and  tickler  system.  D) 
The  governing  body/  operator  will 
perform  biannual  review  of  minutes 
to  ensure  the  QIC  has  adequately 
covered  QIC  meeting  and  other 
regulatory  body  information 
accordingly.  Upper  management 
changes'  to  occur  over  the  next 
month. 
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Continued  From  page  23 
Part  or  Part  765. 

This  Regulation  is  not  met  as  evidenced  by: 
Based  on  record  review  and  staff  interview,  the 
agency  failed  to  maintain  accurate  Quality 
Assurance  (QA)  meeting  minutes  for  the  years 
2006  -  2008. 

The  GA's  alteration  of  QA  meeting  minutes 
places  all  patients  at  risk  for  poor  quality  care. 

The  findings  are: 

A  request  for  Ql  meeting  minutes  from  2008  - 
present  was  made  during  the  entrance 
conference.  Multiple  requests  were  again  made 
to  the  Owner  for  Ql  meeting  minutes  to  be 
reviewed. 

The  minutes  dated  "9/08/2008"  and  the  "Oct.  5, 
j  2008"  sign  in  sheet  document  that  the  dates  of 
both  of  these  documents  were  altered. 

The  Ql  meeting  minutes  dated  09/08/08  and 
1 0/05/08  were  identical  minutes  for  the  year 
200a  The  number  "six  (6)"  in  the  date  (2006)  ■ 
was  altered  and  changed  to  an  eight  (8)  (2008). 

During  an  interview  with  the  Owner  on  1 1/03/09, 
the  Owner  stated:  "OK,  I  did  not  have  any  (Ql) 
meetings  in  2008". 

REPEAT  DEFICIENCY  FROM  7/17/2007 
SURVEY 


H1454|  766.12(c)  Records  and  reports 

■  I  1 

'  766.12  Records  and  reports. 


! 


(c)  The  home  care  services  agency  shall  furnish 
-annually  to  the  department  a  copy  of: 
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(1 )  stetistical>su"mmaries  of  all  health  care  ': 
services  delivered  on  forms  provided  by  the 
department; 


(2)  if  a  for-profit  corporation,  a  list  of  the  principal 
stockholders  and  the  number  and  percent  of  the 
total  issued  and  outstanding  shares  of  the 
^corporation  held  by  each,  duly  certified  by  the 
secretary  of  the  corporation  as  to  completeness 
and  accuracy;  ' 

(3)  if  a  not-for-profit  corporation,  a  list  of  directors, 
officers  and  corporate  members,  if  such 
mefribers  number  1 0  or  fewer;  arid 

(4)  other  such  records  and  reports  as  may  be  , 
legally  required  by  the  department.  ■■. 

(d)  The  agency  shall  furnish  simultaneously  to  the 
department  copies  of  all  notices  and  documents 
Required  to  be  filed  with  the  Securities  and  '  ■ 
Exchange  Commission. 

this  Regulation  is  not  met  as  evidenced  by;  \ 
Based  on  record  review  and  staff  interview,  the  : 
"agency  failed  to  submit  complete  repotts.for  2005 
-  2007.  This  was  evident  for  the  agency's  ; 
'submission  of statistical  summaries.  : 

f  he,  finding  js:  v  '  '  :';  \  '     " 1     '  - 

The  agency's  submjssibri  of  statistical,  reports 
documents  that  the  agency  has  only  "Pending!' 
data. with  errors- submitted  for  the  years  2005  -  '•' 
2007.  There  is  no.dbcumented  evidence  that  the 
agency  submitted  a;2007  supplemental  report  or 
a  2008.  statisticairecort.  ,,,    ;.  , 

The  agency's  Owner  was:  made  aware  of  the 
missing  informatioh  duririg  the  e  . . 
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HI 454 766.12 Records  and  reports  • 
statistical  report  A)  the  governing  -\ 
authority/  operator  will  be  the.,  ..1,  L,  C 
individual  responsible  for  correction!  ' 
and  ensuring  compliance.  B.)  The/' . ,  :- 
stalistical  reports  for  2007  and  200& 
are  completed  arid  up  to  date.  ,<•; 
Available  upon  request.  C)  To    •  * 
prevent  re-occurrence  of  this  issue  ;',> 
and  or  similar  issues  a  specific  .,"  .'  t 
period  for  regulatory  body  updates 
are  to  be  included  in  the  QIC / 
meeting  of  12/15/09  "  in-scrvietss  6%  ' 
designated  personnel  prior  16- 
mecting-  The  in-services  are  *  '.■-■*■ 
4esignated  to  meet  compliance 
ongoing.  £})  Q|Z  czar  to  include' '   '  ■ 
statistical  reports  in.QI  audit  - 
^ool/re^'rts'tolw-sdbmittedfo  Q A  r ' 
quarterly  and  monthly,  until, 
compliance;  is  filet. The  governing-.  ■ 
1jody/6pe'ratb^\vili ^^conduct  biarmiiM, 
review  of . minutest©  crisurc..thg  QIC 
has  adeqiMelyv^^  and 
other  regulatory  body  information 
accordingly  The  GA  to  include 
deficiency  U 1 454  on  its  calendar  and 
in  its  Tickler  system.  Overall 
systematic  changes  to  be  rriade  over 
ihe  next  month. 
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STATE  OF  NEW  YORK 

DEPARTMENT  OF  HEALTH 


Metropolitan  Area  Regional  Office  90  Church  Street,  New/ York,  NY  10007 


October  28,  2009 


Visiting  Nurse  Service  of  New  York 
Attn:  Elizabeth  Buff 

VP  for  Quality  Services  &  Clinical  Excellence 
1250  Broadway 
New  York,  NY  10001 


Dear  Ms.  Buff: 

Please  be  advised  that  this  office  has  reviewed  the  Plan  of  Correction  relating  to  the 
recent  Complaint  Investigation  Survey  of  your  Certified  Home  Health  Agency. 

All  items  were  found  to  be  acceptable  and  it  is  expected  that  you  will  implement  this 
plan  within  the  time  frames  that  were  submitted.  A  post  approval  review  will  be 
conducted  to  verify  the  correction  of  deficiencies  cited. 

If  you  have  any  questions  regarding  this  matter,  please  contact  this  office  at  (212) 
417-5888.  . 


Richard  F.  Dairies  M.D. 
Commissioner 


James  W.  Clyne,  Jr. 
Executive  Deputy  Commissioner 


Re:  Plan  of  Correction/CHHA 

Provider:  337008 

Survey  Date:  September  24,  2009 


Sincerely, 


Program  Manager 

MARO  -  Home  Care,  Hospice,  and  Adult  Services 
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INITIAL  COMMENTS 

An  onsite  complaint  investigation  was  conducted  on 
9/24/09.  (Complaint#NY00075471) 

The  Complaint  log  was  reviewed.  The  following 
staff  were  interviewed:  Vice  President  of  Quality 
Services,  Director  of  Quality  Management. 

Three  (3)  Clinical  records  were  reviewed  and 
identified  as  Patients  #  1-3. 
484.18(a)  PLAN  OF  CARE 

The  plan  of  care  developed  in  consultation  with  the 
agency  staff  covers  all  pertinent  diagnoses,  including 
mental  status,  types  of  services  and  equipment 
required,  frequency  of  visits,  prognosis, 
rehabilitation  potential,  functional  limitations,  ' 
activities  permitted,  nutritional  requirements, 
medications  and  treatments,  any  safely  measures  to 
protect  against  injury,  instructions  for  timely 
discharge  or  referral,  and  any  other  appropriate 
items. 

This  STANDARD  is  not  met  as  evidenced  by:  Based 
on  clinical  record  review  and  staff  interview,  the 
agency  failed  to  provide  home  health  aide  services  in 
accordance  to  the  Plan  of  Care.  This  was  evident  in 
one  (1)  of  three  (3)  clinical  records  reviewed. 
(Patient  #  1) 

Failure  to  implement  physician  orders  in  the  Plan  of 
Care  places  the  patient  at  risk  for  not  receiving 
services  as  needed. 

The  findings  are: 

Patient  #  1  has  a  start  of  care  date  of  4/25/09  with 
diagnoses  which  include  Diabetes,  Hypertension, 


G000 


G  159 


VNS  Home  Care  submits  that  its  policies, 
systems  and  procedures  relating  to  patient  care 
and  its  comprehensive  quality  management 
program  for  monitoring  patient  care  are 
appropriate  and  satisfy  both  federal  and  state 
requirements.  It  is  also  important  to  make  clear 
that  the  submission  of  this  Plan  of  Correction  is 
not  to  be  construed  as  an  admission  that  the 
cited  deficiencies  are  accurate  or  that  at  the  time 
of  the  survey  the  agency  did  not  have  policies, 
procedures  and  systems  in  place  to  ensure 
compliance  with  federal  and  state  law. 

I.  Plan  for  Allegedly  Affected  Patient 

Delay  of  home  health  aide  service  start  until  ■ 
5/15/09: 

Investigation  of  this  case  (Patient  #  1)  revealed 
that  alteration  in  the  frequency  and  duration  of 
Home  Health  Aide  services  from  frequency  and 
duration  documented  in  the  plan  of  care  initiated 
4/25/09  was  properly  conducted  and  appropriate 
but  was  not  properly  documented  in  the  patient's 
record  as  per  the  following  circumstances: 

•  The  start  of  care  date  was  4/25/09 
but  the  home  health  aide  service 
was  not  started  until  5/1 5/09 

•  At  the  patient's  request,  HHA 
service  start  was  delayed  because 
the  patient  had  personal  issues 
which  needed  attention.  The 
patient's  mother  was  ill  in  a 
Brooklyn  Hospital  and  her 
deceased  sister's  children  needed 
her  oversight  at  school  as  well  as 
at  requested  court  dates.  Service 
was  initiated  on  5/1 5/09  at  the 
patient's  request. 


LABORATORY  DIRECTOR'S  OR  PROVIDER/SUPPLIER  REPRESENTATIVE'S  SIGNATURE 
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A.      jficiency  statement  ending  with  an  asterisk  (*)  denotes  a  deficiency  which  the  institution  may  be  excused  from  correcting  providing  it  is  determined  that  other 
safeguards  provide  sufficient  protection  to  the  patients.  Except  for  nursing  homes,  the  findings  above  are  disclosable  90  days  following  the  date  of  survey  whether  or  not  a 
plan  of  correction  is  provided.  For  nursing  homes,  the  above  findings  and  plans  of  correction  are  disclosable  14  days  following  the  date.these  documents  are  made  available 
to  the  facility.  If  deficiencies  are  cited,  an  approved  plan  of  correction  is  requisite  to  continued  program  participation. 
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Seizure  Disorder,  Osteoarthritis,  Hyperthyroid, 

Depression. 

The  plan  of  care  initiated  on  4/25/09  documents  a 
physician  order  for  "home  health  aide  2-3  hrs/day  for 
2-3  days/wk  for  6  wks." 

The  clinical  record  documents  that  the  agency 
provided  home  health  aide  services  on  "5/15/09". 

The  plan  of  care  dated  4/25/09  -  6/24/09  and  6/25/09 
-  8/22/09  documents  a  physician  order  for:  "home 
health  aide  2-3  hrs/day  for  2-3  days/wk  for  6  wks." 

There  is  no  documentation  that  the  agency  provided 
hha  services  6/9/09  -  6/22/09 

On  9/24/09  at  3  pm,  the  Director  of  Quality 
Assessment/Management  was  interviewed  and 
stated:  "We  will  look  for  additional  documentation." 
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•  Corrective  action  was  taken  to 
enter  addendum  documentation  to 
the  patient's  record  to  reflect  the 
above. 

No  documentation  of  home  health  aide 
service  provided  6/9/09-6/22/09: 

•  ■   There  is  no  documentation  that  the 

agency  provided  HHA  services 
6/9/09  to  6/22/09  because  the  final 
date  of  HHA  service  was  6/8/09. 
The  early  termination  of  the  HHA 
service  was  because  of  the 
inconsistent  availability  of  the' 
patient.  The  patient  also  had- 17 
■   dogs  that  she  refused  to  lock  up 
which  represented  a  safety  issue 
for  the  HHAs.  The  physician 
agreed  to  the  discontinuation  of 
the  HHA. 

•  Corrective  action  was  taken  to 
enter  addendum  documentation  to 
the  patient's  record  to  reflect  the 
above. 

Patient  #1  was  discharged  on  8/22/09. 
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II.  Plan  to  Identify  Other  Potentially  Affected 
Patients 

The  Quality  Management  staff  will  review  the 
case  records  of  all  the  patients  assigned  to  this 
nurse  to  assess  her  compliance  with  agency 
policy  for  "Plan  of  Care  Development,- 
Implementation,  Coordination,  and  Evaluation" 
in  meeting  agency  expectations  that  the  plan  of 
care  is  updated  to  accurately  reflect  the  services 
being  followed  and  to  identify  other  potentially 
affected  patients. 

Any  issue  in  not  updating  the  Plan  of  Care  to 
accurately  reflect  that  HHA  services  are  being 
followed  in  accordance  with  the  Plan  of  Care 
that  is  identified  will  be  brought  to  the  nurse's 
attention  by  the  Queens  Clinical  Director  and/or, 
the  Patient  Service  Manager  and  corrective 
action  will  be  taken  where  indicated. 


III.  Measures  and  Systems 

The  Quality  Improvement  Director  has  reviewed' 
the  current  policy  for  "Plan  of  Care 
Development,  Implementation,  Coordination, 
and  Evaluation"  to  evaluate  the  need  for 
revision.  The  current  policy  requires  no  revision. 

The  Queens  Regional  Administrator  and 
Clinical  Director  will  review  the  above  SOD 
with  the  Patient  Service  Manager  and  the  nurse 
involved  with  the  SOD  and  review  the  agency 
policy  for  "Plan  of  Care  Development, 
Implementation,  Coordination,  and  Evaluation" 
and  the  nurse's  responsibility  for  following 
agency  policy.  
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The  Queens  Regional  Administrator  and 
Clinical  Director  will  review  the  above  SOD 

rith  the  team  involved  with  the  SOD  and  review 
the  agency  policy  for  "Plan  of  Care 
Development,  Implementation,  Coordination, 
and  Evaluation"  and  the  nurses'  responsibility 
for  following  agency  policy. 


At  the  next  regional  staff  meeting,  the  Queens 
Regional  Administrator  and/or  Clinical  Director 
will  review  the  above  SOD  and  the  agency 
policy  for  "Plan  of  Care  Development, 
Implementation,  Coordination,  and  Evaluation". 
The  staffs  responsibility  for  following  agency 
policy  will  be  reviewed. 

The  Quality  Improvement  Director  will  develop 
a  case  review  tool  that  will  be  used  for  . 
concurrent  review  of  randomly  selected  patient 
records  to  monitor  compliance  with  ordered 
HHA  services  on  the  Plan  of  Care. 

The  Quality  Management  staff  will  initiate  an 
audit  of  randomly  selected  concurrent  patient 
records  on  this  team  to  determine  if  a  pattern  of 
noncompliance  to  agency  policy  exists.  If  a 
pattern  is  identified,  further  monthly  auditing 
and  staff  remediation  will  take  place. 
Any  issue  in  not  updating  the  Plan  of  Care  to 
accurately  reflect  that  HHA  services  are  being 
followed  in  accordance  with  the  Plan  of  Care 
that  is  identified  will  be  brought  to  the  nurses' 
attention  by  the  Queens  Clinical  Director  and/or 
the  Patient  Service  Manager  and  corrective 
action  taken. 
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IV.  Monitoring  Systems 

The  Quality  Improvement  Director  will  oversee 
the  monitoring  process  for  this  SOD.  A  report 
will  be  prepared  for  any  patterns  identified  and 
provided  to  the: 

•  Chief  Operating  Officer 

•  Vice  President  for  Quality  Services 

•  Vice  President  of  Operations  for  Acute 
■  Care  - 

•  Quality  Improvement  Director 

•  Regional  Administrator  for  the  Queens 
office 

•  The  Patient  Service  Manager  for  this 
team 

•  The  staff  nurses  assigned  to  this  team 


Findings  and  actions  resulting  from  this  audit 
will  also  be  reported  at  quarterly  Professional 
Advisory  Committee;  Board  Quality  Committee, 
and  Board  of  Director  meetings. 
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Visiting  Nurse  Service  of  New  York  Home  Care 

Attn:  Elizabeth  Buff,  VP  for  Quality  Services  &  Clinical  Excellence 

1250  Broadway 

New  York,  NY  10001 


April  23,  2009 


Re: 

Survey  Date: 
License: 

Dear  Ms.  Buff: 

Please  be  advised  that  the  Plan  of  Correction  relating  to  the  recent  Re- 
certification  survey  of  your  agency  have  been  reviewed  by  this  office. 

All  items  were  found  to  be  acceptable  and  it  is  expected  that  you  will  implement 
this  plan  within  the  time  frames  that  were  submitted.  A  post  approval  review  wil 
be  conducted  to  verify  the  correction  of  deficiencies. 

If  you  have  any  questions,  regarding  this  matter,  please  contact  (212)  417-5888. 
Sincerely,  /    ,  ^ 


Cheryl  Phoenix-Tannis,  RN,  MSN,  CS 
Program  Manager 

Home  Health  and  Hospices  Services 
Metropolitan  Area  Regional  Offices 
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April  21,  2009 

Cheryl  Phoenix-Tannis,  RN,  MSN,  CS 

Program  Manager 

Home  Care,  Hospice  Services 

State  of  New  York,  Department  of  Health 

90  Church  Street 

New  York,  NY  10007 


Dear  Ms.  Phoenix-Tannis: 

In  response  to  your  letter  dated  April  14,  2009,  attached  you  will  find  our  Agency's  plan 
of  correction  for  the  above-cited  survey.  If  you  have  any  questions  please  call  Peter 
Ungvarski,  Liaison  for  Regulatory  Compliance  at  212-609-6355  or  Elizabeth  Buff,  Vice 
President  for  Quality  Services  &  Clinical  Excellence  at  212-609-6334. 
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Vice  President  for  Quality  Services  &  Clinical  Excellence 
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INITIAL  COMMENTS 

A  Recertification  Survey  was  conducted  at  Visiting 
Nurse  Services  on  March  23,  2009  through  March 
31,2009. 

Twenty  five  (25)  clinical  records  were  reviewed  and 
identified  as  Patients  #1  through  #25.  The  record 
reviews  were  inclusive  of  three  complaint 
investigations:  #NY0066933  (CR  #1),  #NY  0069221 
(CR  #2)  and  #NY  006865 1  (CR#3) 


Four  (4)  of  the  clinical  records  reviewed  were 
patients  receiving  services  from  the  Long  Term 
Home  Health  Care  Program  (LTHHCP),  (Patients 
#3,  #16,  #17,  and  #25). 

Ten  (10)  home  visits  were  made  to  Patients  #4,  #5, 
#6,  #12,  #13,  #14,  #15,  #16,  #17  and  #18. 

Two  (2)  of  the  home  visits  were  made  to  patients 
receiving  services  from  the  LTHHCP  (Patients  #16 
and  #17). 

Eleven  (1 1)  personnel  records  were  reviewed  and 
identified  as  Employees  #1  through  #1 1. 
484.14(g)  CORRDINATION  OF  PATIENT 
SERVICES 

All  personnel  furnishing  services  maintain  liaison  to 
ensure  that  their  efforts  are  coordinated  effectively 
and  support  the  objectives  outlined  in  the  plan  of 
care. 


This  STANDARD  is  not  met  as  evidence  by:  Based 
on  record  reviews  and  interview,  the  agency  failed  to 
coordinate  of  patients' Plan  of  Care.  This  was 
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VNS  Home  Care  submits  that  its  policies, 
systems  and  procedures  relating  to  patient  care 
and  its  comprehensive  quality  management 
program  for  monitoring  patient  care  are 
appropriate  and  satisfy  both  federal  and  state 
requirements.  It  is  also  important  to  make  clear 
that  the  submission  of  this  Plan  of  Correction  is 
not  to  be  construed  as  an  admission  that  the 
cited  deficiencies  are  accurate  or  that  at  the  time 
of  the  survey  the  agency  did  not  have  policies, 
procedures  and  systems  in  place  to  ensure 
compliance  with  federal  and  state  law. 
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Continued  from  page  1 

evident  for  7  (seven)  of  twenty  five  (25)  clinical 
records  reviewed.  (Patients  #8,12,  15,16,17,  24,  and 
25) 

Failure  to  coordinate  patient  services  has  the 
potential  for  substandard  care. 

The  findings  are: 

1. Patient  #16  (HV)  was  admitted  to  the  agency  on 
3/05/09  with  diagnosis  of  Congestive  Heart  Failure, 
Coronary  Artery  Disease,  Cardiac  Defibrillator 
Implant  Replacement,  Hypertension  and  Dementia. 

During  the  certification  period  of  3/05/09  to  5/03/09, 
the  physician  ordered  social  work  services  for  one 
( 1 )  to  two(2)  times  a  month  for  two  (2)  months. 


The  clinical  record  documents  that  the  initial  visit 
was  made  on  3/24/09.  There  is  no  further 
documentation  of  social  work  visits  during  this  time 
period. 


2.Patient  #17  (HV)  was  admitted  to  the  agency  on 
2/27/09  with  diagnosis  of  Diabetes  Type2, 
Hypertension  ,  Malignant  Neoplasm  Colon,  Joint 
Pain  of  Pelvis,  Seizure  Unspecified  and  Muscle  . 
Weakness. 

During  the  certification  period  2/27/09  to  4/27/09, 
the  physician  ordered  social  work  services  for  one 
( 1)  to  two  (2)  times  a  month  for  two  (2)  months. 
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I.  Plan  for  Allegedly  Affected  Patients 

•  Plan  for  Follow-up  for  Patient#16: 

Patient  #  1 6  was  discharged  04/08/09 

The  Clinical  Director  for  LTC  and  Social  Work 
Manager  will  meet  with  the  Social  Worker 
involved  in  this  patient's  care  and  review  the 
SOD  and  her  responsibility  to  follow  the 
agency's  policy  for  "First  Visit"  in  meeting  the 
agency  expectations  that  the  scheduling  of  the 
initial  visit  is  made  within  the  specified  time 
frames. 

The  Social  Worker  visited  according  to  the  Plan 
of  Care:  in  March  a  visit  was  made  on  3/24/09 
and  once  in  April  on  4/1/09  prior  to  discharge 
(physician  ordered  social  work  services  for  one 
(1)  to  two(2)  times  a  month  for  two  (2)  months.) 

•  Plan  for  Follow-up  for  Patient#17: 

Patient  #17  is  active. 

The  Clinical  Director  for  LTC  and  Social  Work 
Manager  will  meet  with  the  Social  Worker 
involved  in  this  patient's  care  and  review  the 
SOD  and  the  Social  Worker's  responsibility  to 
follow  the  agency's  policy  for  "First  Visit"  in 
meeting  the  agency  expectations  that  the 
scheduling  of  the  initial  visit  is  made  within  the 
specified  time  frames.  
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The  clinical  record  documents  a  social  work  initial 
visit  on  "3/13/09".  There  is  no  further  documentation 
of  social  work  Visits  during  this  period. 

A  nutrition  assessment  and  visits  were  ordered  by  the 
physicians  on "2/27/09"  for  one  (I)  to  two  (2)  times 
a  month  for  two  (2)  months. 

The  clinical  record  documents  the  initial  nutrition 
assessment  was  made  on  "3/03/09".  There  is  no 
further  documentation  of  nutrition  visits  during  this 
period. 
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3.  Patient  #25  was  admitted  to  the  agency  on  2/26/09 
with  diagnosis  of  Diabetes  Type2,  Hypertension, 
Congestive  Heart  Failure,  Depression  and  Joint 
Replacement  Hip. 

During  the  certification  period  2/26/09  to  4/26/09, 
the  physician  ordered  social  work  visits  for  one  (1)  to 
two  (2)  times  a  month  for  two  (2)  months 


The  Social  Worker  is  visiting  according  to  the 
Plan  of  Care:  in  March  a  visit  was  made  on 
03/13/09  and  then  on  03/27/09  and  in  April  on 
04/10/09  (physician  ordered  social  work 
services  for  one  (1)  to  two(2)  times  a  month  for 
two  (2)  months.) 

The  Dietician  involved  in  this  patient's  care 
followed  the  agency's  policy  for  "First  Visit"  in 
("within  five  (5)  working  days  ").  The  patient 
was  admitted  on  Friday  February  27  and  5 
working  days  -  excluding  Saturday  and  Sunday 
-  means  that  the  first  visit  should  have  been 
made  by  3/6/09  and  it  was  in  fact  made  on 
3/3/09. 

The  Dietician  is  visiting  according  to  the  Plan 
of  Care:  in  March  a  visit  was  made  on  3/9/09 
and  in  April  on  04/06/09  (physician  ordered 
nutrition  services  for  one  (1)  to  two(2)  times  a 
month  for  two  (2)  months.) 

Plan  for  Follow-up  for  Patient#25 

Patient  #25  was  discharged  on  03/26/09. 

The  Clinical  Director  for  LTC  and  Social  Work 
Manager  will  meet  with  the  Social  Worker 
involved  in  this  patient's  care  and  review  the 
SOD  and  the  Social  Worker's  responsibility  to 
,  follow  the  agency's  policy  for  "First  Visit"  in 
meeting  the  agency  expectations  that  the 
scheduling  of  the  initial  visit  is  made  within  the 
specified  time  frames. 
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The  clinical  record  documents  the  social  work  initial 
visit  was  made  on  "3/30/09". 

There  is  no  further  documentation  of  social  work 
visits  during  this  period 

The  Clinical  Director  and  Administrator  of  the  Long 
Term  Home  Health  Care  program  was  interviewed 
on  3/27/09  at  1:30pm  and  confirmed  that  the  services 
had  not  been  provided  as  ordered  in  the  Plans  of 
Care  and  this  "was  no  in  accordance  "with  the 
agency  policy  which  states  that  the  agency  will 
provide  Social  Work  (SW)  services  and  Nutrition 
services  for  patient  within  five  (5)  working  days  of 
the  referral 

4. Patients  #12  (HV)  was  admitted  to  the  agency,  on 
1 2/3 1/08  with  diagnosis  of  Lower  Leg  Injury, 
Pressure  Ulcer,  Diabetes  Type2,  Difficulty  on 
walking  ,  Dementia  and  Hypertension. 

During  the  certification  period  12/24/08  to  2/2 1/09, 
the  physician  ordered  social  work  visits  for  one  (1)  to 
two  (2)  times  a  month  one  (1)  month: 

The  clinical  record  documents  the'social  work  initial 
assessment  was  made  on  "1/13/09'-'.  There  is  no 
further  documentation  of  social  work  visits  during 
this  period 
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No  Social  Work  visits  were  made  before 
discharge. 


Plan  for  Follow-up  for  Patient#12 

Patient  #12  is  active. 

The  Clinical  Director  for  the  Bronx  and  Social 
Work  Manager  will  meet  with  the  Social 
Worker  involved  in  this  patient's  care  and 
review  the  SOD  and  the  Social  Worker's 
responsibility  to  follow  the  agency's  policy- for 
"First  Visit"  in  meeting  the  agency  expectations 
that  the  scheduling  of  the  initial  visit  is  made 
within  the  specified  time  frames.  They  will  also 
review  the  agency  policy  for  coordination  of 
care. 

When  the  Social  Worker  called  to  schedule  a 
visit  in  February  the  patient's  son  declined  and 
the  plan  of  care  was  not  modified  to  reflect  the 
patient's  needs. 

The  Clinical  Director  for  Congregate  Care  and 
the  Patient  Service  Manager  will  meet  with  the 
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5.  Patient  #24  was  admitted  to  the  agency  on  2/07/09 
with  diagnosis  of  Coronary  Artery  Disease, 
Congestive  Heart  Failure,  Atrial  Fibrillation, 
Hypertension  and  Glaucoma 

During  the  certification  period  2/07/09  to  4/07/09  the 
physician  ordered  social  work  visits  for  two  (2)  to 
four  (4)  times  a  month  for  one  (1)  month. 

The  Clinical  record  documents  the  social  work  initial 
visit  was  made  on  2/15/09.  There  is  no  further 
documentation  of.  social  work  visits  during  this 
period. 

The  Quality  Improvement  Specialist  of  the  Certified 
Home  Health  agency  was  interviewed  on  3/30/09  at 
1  00pm  and  confirmed  that  the  services  had  not  been 
provided  as  ordered  in  Plans  of  Care. 
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Coordinator  of  Care  and  involved  in  this 
patient's  care  and  review  the  SOD  and  the 
Nurse's  responsibility  in  modifying  and 
maintaining  the  plan  of  care  to  reflect  exact 
services  provided  for  the  patient. 

Plan  for  Follow-up  for  Patient#24 

Patient  #24  was  discharged  on  04/06/09. 

The  Clinical  Director  for  Congregate  Care  will 
meet  and  Social  Work  Manager  will  meet  with 
the  Social  Worker  involved  in  this  patient's  care 
and  review  the  SOD  and  the  Social  Worker's 
responsibility  to  follow  the  agency's  policy  for 
"First  Visit"  in  meeting  the  agency  expectations 
that  the  scheduling  of  the  initial  visit  is  made 
within  the  specified  time  frames.  They  will  also 
review  the  agency  policy  for  coordination  of 
care. 

The  Clinical  Director  for  Congregate  Care  and 
the  Patient  Service  Manager  will  meet  with  the 
Coordinator  of  Care  and  involved  in  this 
patient's  care  and  review  the  SOD  and  the 
Nurse's  responsibility  in  modifying  and 
maintaining  the  plan  of  care  to  reflect  exact 
services  provided  for  the  patient. 
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6.  Patient  #8  was  admitted  to  the  agency  with 

a  diagnosis  of  Diabetes  Type2,  Morbid  Obesity, 
Hypertension,  Depression,  Hyperlipidemia  and 
Difficulty  in  Walking. 

The  initial  plan  of  care  dated  2/24/09  documents 
orders  for  the  following  :  Physical  Therapy  one  (l)n 
to  (3)  times  per  week  For  nine  weeks  to  teach, 
activities  in  daily  living  training,  therapeutic 
exercises,  gait  training,  coordination/  balance 
activities  and  transfer  training.  Nutritionist  one  ( 1 ) 
to  (2)  times  per  week  for  four  weeks  to  assess  for 
nutritional  needs/  intake. 

The  clinical  record  documents  a  Physical  Therapy 
note  dated  "3/20/09".  There  is  no  documented 
evidence  of  a  Physical  Therapy  visit  between  the 
date  of  the  order  and  3/20/09. 

The  clinical  record  documents  a  Nutritionist  note 
dated  "3/17/09".  There  is  no  documented  evidence 
of  a  Nutritionist  visit  between  the  date  of  the  order 
and  3/17/09.    ■  / 

The  agency  Policy  and  Procedure  for  "Provision  of 
Services"  documents  that  services  are'  to  be  provided 
"within  five  (5)  working  days  of  order  by  the 
physician  " 

7.  Patient  #15  was  admitted  to  the  agency  with  a 
diagnosis  of  Liver  Disorder,  Hypertension,  Kidney 
Cyst,  Coronary  Artery  Disease,  Dementia  and 
Difficulty  in  walking. 
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Plan  for  Follow-up  for  Patient#8 

Patient  #8  is  active, 
i 

The  Clinical  Director  for  Queens  Acute  Care 
and  the  Patient  Service  Manager  will  meet  with 
the  Coordinator  of  Care  and  involved  in  this 
patient's  care  and  review  the  SOD  and  the 
Nurse's  responsibility  in  modifying  and 
maintaining  the  plan  of  care  to  reflect  exact 
dates  and  times  of  requests.  The  nurse  placed 
Physical  Therapy  and  Nutrition  Services  on  the 
initial  plan  of  care  but  did  not  make  requests  for 
these  services  at  the  same  time. 
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Plan  for  Follow-up  for  Patient#15 

Patient  #15  is  active. 

The  Director  of  Rehabilitation  QA/education 
and  Rehabilitation  Manager  will  meet  with  the 
Physical  Therapist  involved  in  this  patient's  care 


Any  deficiency  statement  ending  with  an  asterisk  (*)  denotes  a  deficiency  which  the  institution  may  be  excused  from  correcting  providing  it  is  determined  that  other 
safeguards  provide  sufficient  protection  to  the  patients.  Except  for  nursing  homes,  the  findings  above  are  disclosable  90  days  following  the  date  of  survey  whether  or  not  a 
plan  of  correction  is  provided.  For  nursing  homes,  the  above  findings  and  plans  of  correction  are  disclosable  14  days  following  the  date  these  documents  are  made 
available  to  the  facility.  If  deficiencies  are  cited,  an  approved  plan  of  correction  is  requisite  to  continued  program  participation.  
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orders  for  the  following:  Physical  Therapy 

Evaluation  for  gait  training. 

The  clinical  record  documents  a  Physical  Therapy 
note  dated  "3/27/009".  There  is  no  documented 
evidence  of  a  Physical  Therapy  visit  between  the 
date  of  the  order  and  3/27/09. 

On  3/27/09  at  3pm  the  Quality  Improvement 
Specialist  was  interviewed  and  stated  that  the  agency 
"did  not  send"  the  Physical  Therapist  or  Nutritionist 
within  the  timeframe  outlined  in  the  Agency  Policy. 
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and  review  the  SOD  and  the  Physical 
Therapist's  responsibility  to  follow  the  agency's 
policy  for  "First  Visit"  in  meeting  the  agency 
expectations  that  the  scheduling  of  the  initial 
visit  is  made  within  the  specified  time  frames 


A  Nutritionist  was  never  ordered  for  this  patient. 


II.  Plan  to  Identify  Other  Potentially  Affected 
Patients 

The  Social  Work  Managers,  Patient  Service 
Managers,  and  Rehabilitation  Managers  and  will 
randomly  select  records  of  the  staff  identified  in 
the  SOD  to'  assess  their  compliance  with  the 
agency's  policy  for  "First  Visit"  in  meeting  the 
agency  expectations  that  the  scheduling  of  the 
initial  visit  is  made  within  the  specified  time 
frames  and  to  review  their  ability  to  maintain  or 
modify  the  plan  of  care  when  indicated 
regarding  visit  frequency  as  well  as  to  confirm 
the  steps/actions  outlined  in  Section  I  were 
effective  and  to  identify  other  potentially 
affected  patients..  . 

The  Vice  President  for  Quality  Services  and 
Liaison  for  Regulatory  Compliance  reviewed 
and  revised  the  agency  quality  assurance 
monitoring  plan  for  2009  to  include  concurrent 
review  of  patient  records  to  monitor  compliance 
with  agency  policies  for  initiating  the  first  visit 
for  social  work,  rehabilitation  therapy  and 
nutrition  services  as  well  as  following  the  plan 
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plan  of  correction  is  provided.  For  nursing  homes,  the  above  findings  and  plans  of  correction  are  disclosable  14  days  following  the  date  these  documents  are  made 
available  to  the  facility.  If  deficiencies  are  cited,  an  approved  plan  of  correction  is  requisite  to  continued  program  participation.  
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of  care  for  such  services  in  order  to  identify 
other  potentially  affected  patients.. 


HI.  Measures  and  Systems 

The  Vice  President  for  Quality  Services  and 
Liaison  for  Regulatory  Compliance  will  review 
the  current  policies  for  "First  Visit"  and 
"Interdisciplinary  Coordination  of  Care"  to 
evaluate  the  need  for  revision. 

The  Regional  Administrators  and  Program 
Directors  throughout  the  agency  will  meet  with 
the  staff  and  review  this  SOD  and  in-service  all 
nurses,  social  workers  therapists  and  Dieticians 
regarding  the  agency  policy  for  "First  Visit"  and 
"Interdisciplinary  Coordination  of  Care"  and 
their  responsibilities  for  following  agency 
policy. 

The  Vice  President  for  Quality  Services  & 
Clinical  Excellence  and  Regulatory  Compliance 
Liaison  will  develop  a  process  for  on-going 
case  reviews  for  2009  that  will  monitor  not  only 
the  initial  visits  made  by  social  workers, 
therapists  and  dieticians  but  also  their 
compliance  with  the  visit  frequency  in  the  plan 
of  care. 

The  agency  has  developed  a  plan  and  process  to 
include  social  workers  in  the  electronic  patient 
record  in  order  to  facilitate  and  improve 
interdisciplinary  communication  and  compliance 
with  the  plan  of  care.  This  training  process  is 
currently  in  progress. 
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IV.  Monitoring  Systems 

The  Vice  President  for  Quality  Services  & 
Clinical  Excellence  and  Manger  for  Quality. 
Improvement  oversee  the  on-going  monitoring 
process  for  this  SOD  and  produce  monthly 
"Compliance  Scorecards"  that  will  be  provided 
to  the: 

Chief  Operating  Officer 
Vice  Presidents  of  Operations 
Regional  Administrators 
Program  Directors 
Clinical  Directors 
Patient  Service  Managers 
Rehabilitation  Managers 
Social  Work  Managers 
Clinical  Staff 

Findings  and  actions  taken  to  address  areas  that 
do  not  meet  agency  thresholds  will  also  be 
reported  at  quarterly  Professional  Advisory 
Committee,  Board  Quality  Committee,  and 
Board  of  Director  meetings  and  to  the  Chief 
Executive  Officer. 
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763.7(a)f3)(n)  COnical  Records 
763.7  CGnical  Retards. 

(a)The.09ency5hai  maBitaHvaconftl»)fi^  * . 
cfirac^  record  for  each,  p*e«ntffdmiaedtocareor 
accented  for  service  tor  fttdlidfi: 

(3)  Medical  orders  Shan  be: 

(S)  s^ned  by  five  authorteed  piacttiorierVflthfo  30 
days  after  Issuance  of  airy  change  in  medical 
orders  or  prior  to  blUIng.  whichevEris  sooner,  Id 
include  an  written  end  oral  changes  and  changes . 
made  by  telephone  by  such  practitioner,  and 
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This  Regulation  is  not  met  as  evidenced  by: 
.Based  on  record  reviews  and  staff  interview,  the 
agency  failed  to  ensure  thatftfledfeal  Orders  are  * 
signed  fay  foe  Physician  within  thirty  (30)  days 
This  Was  evident  in  bin  (10)  of  seventeen  (17) 
oMca!  records  reviewed.  (Patients  #4,  #5,  #8, 
#S,  IfIO,  #11,#12.  #14.  #16,  and  #16). 

Failure  to  ensure  that  orders  are  signed  by  the 
physician  within  thirty  (30)  days  places  the 
patents  at  risk  for  not  receiving  ordered  services. 

Ridings  are; 

1 )  Patient  85  has  an  admission  date  ofS/25/09. 
The  Plan  of  Care  initiated  on  S/25/09  tacks 
documentation  of  a  'physician's  signature  unip 
11/05/09. 


2)  Patient  #6  ha&  en,  admission  date  of 7/05/00, 
The  Plan  of  Care  initiated  on  9/15/09  lacks 


The  following  plan  of  correction  is  submitted  in 
accordance  with  applicable  law  and  regulation  for 
continued  Medicare/  Medicaid  certification. 

J  72(1 

I,  The  following  action  is  being  taken  for  the  areas 
identified  under  this  J  lag. 

Patient  #4-  All  services  that  the  patient  required  were 
provided  based  on  the  Physician's  vcrbaj  order,  Tlic 
lack  of  documentation  of  a  Physician's  signature,  on  the 
Plan  of  Care  wiihin  thirty  (30)  days  will  be  addressed 
with  this  patient's  Physician. 

Patient  #6-  All  services  that  the  patient  required  were  ■■ 
provided  based  on  the  Physician's  verbal  order.  The 
lack  of  documentation  of  a  Physician's  signature  on  the 
Plan  of  Care  within  thirty  (30)days  will  be  addressed 
with  this  patient's  Physician 

Patient  #1  1-  All  services  that  the  patient  required  were 
provided  based  oh  Ihe  Physician's  verbal  order.  The 
lack  of  documentation  of  a  Physician's  signature  on  the 
Plan  of  Care  within  thirty  (30)  days  will  be  addressed 
with  this  patient's  Physician. 

Patient  #12-  All  services  dial  the  patient  required  were 
provided  based  on  the  Physician's  verbal  order.  The 
lack  of  documentation  of  a  Physician's  signature  on  the 
Plan  of  Care  within  thirty  (30)  days  will  be  addressed 
with  this  patient's  Physician. 

Patient  #14-  All  services  that  the  patient  required  were 
provided  based  on  the  Physician's  verbal  order.  The  . 
tack  of  documentation  of  a  Physician's  slgnature.on  the 
Plan  of  Care  within  thirty  (30)  days  will  be  addressed 
with  this  patient's  Physician. 

Patient  #10-  All  services  that  the  patient  required  were 
provided  based  on  th.c  Physician's  verbal  order  The  - 
lack  of  documentation  of  a  Physician's  signature  on  the 
Plan  of  Care  within  thirty  (30)  days  will  be  addressed 
with  this  patiem's  Physician.  ' 

Patient  #9-  All  services  that  the  patient  required  were 
provided  based  on  the  Physician's  verbal  order.  The 
lack  of  documentation  of  a  Physician's  signature  on  the 
Plan  of  Care  wiihin  thirty  (30)  days  will  be  addressed 
with  this  patient's  Physician.      -'  " 
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Continued  Front  page  1 

dcournenfatton'  of  a  physician  signature  until 
10/19/09.  The  Plan  of  Care  initiated  on  11/14/09 
lacks  documentation  of  a  physician  until 
12/2B/09. 

3}  Patent  n  i  has  an  admission  date  or  8/05/D9, 
The  Plan  of -Care  rnitratetf  on  10/04/09  lacks 
ddcurnentaflart  of  a  physician's  slgnawm  unfit 
12/03/09. 

tnterim  PhysiciSn's  Orders  dated  10/16709  and 
1Q£q/D9  lack  dacumfentafion  of  a  physician's  -  ■ 
sigfiahoeuntil  12/D5/09.  The  Interim  Physician^ 
Order  dated  9/18/09  lacks  documentation  of  a 
physician's  sfnriatuna. 

4)  Paiieril  #12  has  an  admission  date  of 5/07/03. 
The  Plan  of  Care  initiated  on  7/0B/D9.lacks 
documentation  of  a  physraan'sagnatorB  until 
B/17/05.  Tha  Plan  of  Care  utifiatedon  11/D3/09 
lasks  documenfafinn  of  a  physician's  signature 
until  12/10/09. 

Interim  Physician's  Orders  dated  6)11/09  and  . 
5/12/09  lack  documentation  of  a  physician's 
signature  until  7/20/09. 

6)  Patient  #14  has  an  admission  date  of  5/14/59. 
The  Plans  of  Care  initiated  on  S/fl/09  and 
11/10/03  lack  documentation  of  physician 
signatures. 

Interim  Physlclans's  Orders  dated  10/27/09  lacks 
documentation"  of  a  physician's  signature. 

6}  PatientSiP  has  an  admission  dale  of  9>18/09. 
Trie  Plan  of  Cars  dated  11/ 17/09  - 1/15/10  lacks 
documentarion^f4h&physEctan'aslgnatUFer 

Interim  Physicians's  Order  dated  10/30/09  lactrc 
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Patient #15-  All  services  that  the  patient,  required  were' 
provided  based  on  the  Physician's  verbal  order.  The 
lack  of  documentation  of  a  1'hysician's  signature  on  the 
Plan  of  Care  within  thirty  (30).  days  will  be  addressed 
with  this  patient's  Physician.  ■ 

Patient  #4-  All  services  that  the  patient  required  were 
provided  based  on  the  Physician's  verbal  order.  The 
lack  of  documentation  of  a  Physician's  signature  on  the 
Plan  of  Care  within  thirty  (30)  days  will  be  addressed 
with  this  patient's  Physician 

Patient  #  16-  All  services  that  the  patient  required  were 
provided  based  on  the  Physician's  verbal  order  The 
lack  of  documentation  of  a  Physician's  signature  on  the 
Plan  of  Care  within  thirty  (30)  days  will  be  addressed 
with  this  patient's  Physician. 

A  letter  signed  by  the  Medical  Director  and 
Administrator  will  be  sent  to  each  Physician  notifying 
them  that  failure  to  sign  a  patient's  orders  within  the 
specific  thirty  (30)  day  period  may  affect  the  patient's 
receipt  of  ordered  services. 

II.  The  following  corrective  action  will  be 
implemented  to  identify  other  patients  participating 
in  the  program  that  may  be  affected  by  the  same 
practice: 

A  report  will  be  generated  identifying  all  instances  of 
unsigned  orders,  regardless  of  whether  thirty  (30)  or 
more  days  have  expired.  The  agency  will  follow-up 
with'the  relevant  physician  in  all  cases  where  we  have 
yet  to  receive  signed  orders.  The  process  identified  in 
Section  III  will  be  followed,  except  in  cases  where  the 
signed  order  is  already  late.  In  those  cases,  a  copy  of 
the  orders  will  be  sent  promptly  to  the  physician,  with 
a  letter,  via  return  receipt  request. 

Proactively,  in  April  2010,  a  full  program  printout  of 
all  485s  due  during  the  upcoming  week  will  be 
reviewed  for  timely  signatures.  Physicians  who  have 
outstanding  orders  will  be  eontacted  by  the  Medical 
Director. 
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documentation  of  the  physician's  signature 

7)  Patient  #9  has  ah  admission  date  of  9/10/02. 
The  Plan  of  Cure  birgated  on  12/02/03 lacks 
Documentation  of  a  physician's  signature  until 
1/13/10.  .       ■  - 

8)  Ps6ent#l5  MsstDi  amission  date  of  3/10/09, 
ThaPlaaof  KugJnaiatedon  ll/EJaflJdfec}®  .. . 
<focumantaH0n  of  6  physician  signature  until 
12/1 S/09," 

9)  Patient  #3-  has  an  atintisstoiidate  of  10/07/09. 
The  Plan  of  Owe  initiated  en  12/08/09  boles 
documentation  of  a  phystoarfs  signaSttBuna 
1/12/10. 

10J  Pafiwit#181ra9  an  admission  tfeae  of 
2/08/09,  The  Pfan  of  Care  inffiatsd  on  1Q/0S/0S 
arid  t2/KHST^toaimeirta&nof  pTryaleian 
sigh^ures  until  1/14/10. 

During  an  u*iteivi©v  wftfrthe  Administrator  and  flie 
ffireeterof  Patient  Services  (OPS)  an  1/13/10 
vfere  informed  of  the  survey  tlwflngs..  Oh 
4/14/10,  the  A*irinteBStttf  stated:  ^  have  been 
having  iffificyBy  getting  softie  phyaldans  fosJgn 
ths  orders  tin  time*. 
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HI.  The  following  system  changes  wHI  be  ^ 
implemented  to  assure  continuing  compliance  with 
regulations: 

AH  Plans  of  Caie  will  be  printed  by  the  first  day  of  the 
certification  period. 

All  interim  orders  will  be  printed  on  the  day  "the  order 
is  entered  by  the  nurse. 

All  orders  will  bp  faxed  to  those  Physicians  who  accept 
facsimiles  arid  then  sent  through  the  mail  with  a 
stamped,  self-addressed  return  envelope.  If  the 
Physician  does  not  accept  facsimiles,  the  order  will  be 
mailed. 

If  the  order  is  not  lelurncd  within  10  days,  it  will  be 
sent  via  certified  mail; 

If  we  do  not  receive  the  sigped  order  within  the  next 
seven  (7)  days,  the  Nurse  /  Nursing  Supcmsqr  will  call 
the  Physician. 

If  the  signed  order,  within  the  next  seven  (7)  days  is 
still  not  lecerved,  a  messenger  will  be  sent  to  the 
Physician's  office  with  another  copy  of  the  order,  and 
request  the  Physician  to  sign  it, 

If  compliance  is  still  not  achieved,  the  agency  will 
request  that  the  patient  take  the  orders  to  the  Physician 
on  their  next  visit,  to  have  them  signed. 

IV.  The  program's  compliance  will  be  monitored 
utilizing  the  following  quality  assurance  system: 

The  Performance  improvement  Committee  will  review 
20%  of  all  orders  sent  out  the  previous  month  on  a 
weekly  basis.  A  compliance  threshold  Of  85%  within 
six  (6)  months  will  be  achieved. 

If  the  threshold  is  not  achieved,  the  physicians 
involved  will  be  contacted  by  the  Medical  Director, 
who  will  report  his  achievements  and 
lecommeiidations  at  the  next  Professional  Advisory 
Committee  (tjAC)  meeting.         -    ,.  _ 

1  4  nn/'to 
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H  000  Initial  Comments  . 

A  Re-Licensure  Survey  was  conducted  at  Gentiva 
Health  Services  on  2/17/2010  and  2/18/2010. 

Five  (5)  Patient  Care  Records  were  reviewed  and 
identified  as  Patients  #1. to  #5. 


One  (1)  Home  Visit  was  made  to  Patient  #1 .  . 

Nine  (9)  Personnel  Records  were,  reviewed  and' 
identified  as  Employees  #1  to  #9. 

the  following  was  reviewed  during  the  survey: 
policies  and  procedures  for  the  agency's 
Emergency  Preparedness  Plan,  Health  Provider 
Network  and  Directory,  Criminal  History  Record 
Check,  Clinical  Supervision,  On  Call,  Advisory 
Board  of  Directors,  HIV  Confidentiality,  and  Photo 
ID.  The  Complaint  Log,  Patient  information 
Admission  Packets  and  Quality  _■ 
Assurance/improvement  Committee  Meeting 
Minutes'  were  reviewed. 


H000 


H  204  766.1(a)(1)  Patient  rights 


Section  766.1  Patient  rights.  .  . 

(a)  the  governing  authority  shall  establish  written 
policies  regarding  the  rights  of  the  patient  and . 
shall  ensure  the  development  of  procedures 
implementing  such  policies.  These  rights,  policies 
and  procedures  shall- afford  each  patient  the  right 
to:  ■ .  . 

(1)  be  informed  of  these  rights,  and  the  right  to 
exercise  such  rights,  in  writing  prior  to  the  ■ 
initiation  of  care,  as  evidenced  by' written 
documentation  in  the  clinical  record;  . 

(2)  be  given  a  statement  of  the  services  available- 
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Actions  for  Specific  Patients  Affected: 

The  Manager  of  Clinical  Practice  (MCP)  provided 
corrective  counseling  and  ne-education  to  the  RN 
Case  Manager  for  patient  #1  on  2/22/10  regarding 
the  necessity  to  properly  complete  all  consents  to 
accurately  reflect  the  services  provided  by  the 
Licensed  Agency  and  the  need  to  document  (he 
Insurance  Policy  #  on  the  consent  as  weli.  A 
corrected  consent  has  been  obtained  for  patent 
number  1. 

Measures  or  Systemic  Changes  to  Prevent 


2/22/10 


Recurrence: 


3/3/10 


Mandatory  meeting  held  on  3/3/10  for  all 
clinicians.  The  Director  of  Clinical  Operations  and 
Services  (DCOS)  instructed  all  clinicians 
regarding  the  necessity  to  properly  complete  all 
consents  to  accurately  reflect  the  services 
provided  by  the  Licensed  Agency  and  the  need  to 
document  the  Insurance  Policy  #  on  the  consent 
Please  see  Attachment  0.  siqn-fn  srieei  for 
Mandatory  meeting  of  3/3/10, 
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H'204  Continued  From  page  1 

by  the  agency  and  related  charges; 

(3)  be  advised  before  care  is  initiated  of  the 
extent  to  which  payment  for  agency  services  may 
be  expected  from  any  third  party  payors  and  the 
extent  to  which  payment  may  be  required  from 
the  patient. 


(i)  The  agency  shall  advise  the  patient  of  any 
changes  in  information  provided  under  this 
paragraph  of  paragraph  (2)  of  this  subdivision  as 
soon  as  possible,  but  no  later  than  30  calendar 
days  from  the  date  the  "agency  becomes  aware  of 
the  change. 

(ii)  All' information  required  by  this  paragraph  shall 
be  provided  to  the  patient  both  orally  and  in 
writing; 

(4)  be  informed  of  all  services  the  agency  is  to 
provide,  when  and  how  services  will  be  provided, 
and  the  name  and  functions  of  any  person  and 
affiliated  agency  providing  care  and  services. 
This  Regulation  is  not  met  as  evidenced  by: 
Based  on  record'review,  home  visit  (HV)  and  staff 
interview,  the  Governing  Authority  failed  to  ensure 
that  the  patients  are  provided  accurate 
information  regarding  the  available  agency 
services  and  patient  liability  for  services  provided 
This  was  evident  in  five  (5)  of  five  {5)  records 
reviewed  and  one  (1)  of  one  (1)  home  visit 
(Patient  #1). 

Failure  to  ensure  that  the  patients  are  provided 
accurate  information  regarding  the  available  . 
agency  services  and  liability,  places  the  patients 
at  risk  for  not  being  able  to  exercise  rights. 


The. findings  are: 
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QA  Program  to  Monitor. 

The  DCOS  and  Quality  Assurance  Nurse  (QA 
RN\  will  conduct  2  months  of  100%  record 
review  of  ail  active  charts,  with  an  agency  goat 
of  100%  compliance  with  accurals  completion 
of  consents.  1 00  %  audit  will  be  ongoing  until 
a  100%  rate  of  compliance  is  achieved for2 
consecutive  months:  at  such  time  auditing  will 
be  reduced  to  50%  of  clinical  records  of  active 
patients  on  a  monthly  basis  with  the  goal  of 
100%  rate  of  compliance.  If  this  goal  is  not 
maintained,  the  agency  will  resume  100% 
audits  until  2  consecutive  months  of 
compliance  is  achieved  again.  This  will 
continue  on  an  ongoing  basis.  In  addition,  if 
any  clinician  is  found  as  a  result  of  the  audit  to  be 
deficient  in  the  correct  completion  of  the  consent, 
he/she  will  be  counseled  regarding  the  necessity 
to  properly  complete  all  consents  to  accurately 
reflect  the  services  provided  by  the  Licensed 
Agency  and  to  document  the  insurance  policy  #  in 
the  appropriste'area  of  the  consent.  In  addition,  it 
will  be  required  that  the  clinician  obtain  a  new 
consent  immediately  that  accurately  reflects  trie 
services  provided  under  the  Licensed  Agency. 


Measures  or  Systemic  Changes  to  Prevent 
Recurrence: 


6/14/10  and 
ongoing 


Gentiva's  Compliance  and  Legal  Department 
reviewed  the  deficiency  findings  and  as  a  result 
the  consent  has  been  revised  to  omit  all 
references  addressing  Medicare  billing  and 
services  that  are  not  on  the  agencies  license  {see 
Attachment  A).  The  new  form  is  being  printed  in 
duplicate  and  will  be  made  available  to  caregivers. 


5/15/10 
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a)  The  "Home  Care  Consent"  form  for  Patients 
#1  to  #5  documents  the  following  agency 
services:.  RN  (Registered  Nurse),  LPN  (Licensed 
Practical  Nurse),  Physical  Therapy,  ■  Medical 
Social  Services,  Transportation;  Housekeeping 
{or  Homemaker),  Speech/Language  Pathology,- 
Home  Health  Aide,  Nutritional  Services-, 
Occupational  Therapy  and  Hospice  Services. 

The  agency  license  dated  7716/04  does  pot 
include  the  services  of  Transportation  and 
Hospice  Services. 

The  agency  revised  license  dated  4/23/2O08  did 
not  include  the  services  of  Transportation, 
Nutritional  and  Hospice  Services.  1 

b)  During  home  visit  to  Patient  #1  on  2/17/10  with 
the  agency's  Nursing  Supervisor,  the  Patient 
Information  Packet  was  reviewed.  The  "Nutrition 
Services"  is  checked  off  by  the  nurse  as  an " 
available  agency  service. 

The  "Home  Care  Consent"  form  under  section 
titled  as  "Authorization  for  Payment/Assignment 
of  Insurance  Benefits"  documents  "I  certify  that 
the  information  provided  by  me  is  correct  i 
authorize  my  insurance  company  (ies)  including 
as  appropriate  Medicare,  Medicaid  and  other 
governmental  programs  to  furnish  any  agent  of 
Gentiva  Health  Services  any  and  all  information  . 
pertaining  to  my  insurance  benefits  and  status  of 
claims  submitted  by  Gentiva  Health  Services". 


"I  (patient  signed  her  name)  the  insured, 
authorize  payment  directly  to  Gentiva  Health 
Services  for  Medicare,  Medicaid,  or  other 
government  program  benefits  (as  applicable)  and 
other  insurance  benefits  otherwise  payable  to 
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The  updated  consent  will  be  utilized  for  all  patients 
identified  in  the  above  referenced  1 00%  audit 
requiring  corrected  consents.  Additionally"  the 
deficiencies  noted  tor  Patients  1,  2,  3, 4  arid  5  will 
be  rectified  through  the  utilization  of  the  updated 
consent;  updated  consents  will  be  obtained.  The 
new  consent  will  be  utilized  going  forward. 

Actions  for  Patients  Potentially  Affected  and 
Measures  or  Systemic  Changes  to  Prevent 
Recurrence: 

To  identify  patients  having  the  potential  to  he, 
affected  bv  the  same  deficiency  the  DCOft  and 
QA  RN  will  conduct  a  100%  audit  of  alt  itrthm 
charts.  The  MCPs  will  complete  a  100%  audit 
of  consents  at  start  of  care  to  ensure  that  the 
,  correct  services  and  insurance  policvH  Tire 
correctly  entered  on  ali  consents  for  all 
patients.  If  any  consents  are  found  tn  ha 
deficient,  the  clinician  will  be  required  tn 
obtain  a  new  consent  immediately. 

QA  Program  to  Monitor- 


5/15/10  and 
ongoing 


6/14/10  and 
ongoing 


Results  of  record  audits  will  be  presented  to 
the  Professional  Advisory  Committee  (PAC)  at 
PAC  meetings  and  PAC  input  will  be 
incorporated  into  the  monitoring  of  record* 
PAC  meeting  minutes,  including  the  reporting 
of  the  record  audit  results,  will  be  sent  to  the 
Governing  body. 

The  DCOS  will  have  overall  responsibility  to 
ensure  that  all  corrective  actions  are  completed. 
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Continued  From  page  3  ' 
under  Policy  #".  This  area  on  the  form  was  found  ^ 
to  be  blank. 

The  areas  addressing  Medicare  billing  and  the  ;  ^ 
documented  services  that  are  not  on  the  agency's 
license  were  not  crossed  out  on  the  form  by  the 
nurse. 

The  licensed  agency  is  not  authorized  to  bill 
Medicare  for  agency  services. 

During  interview  on  2/18/.10  with  the  agency's 
Director  of  Clinical  Services  (DCS)  and  Nursing 
Supervisors,  -the  DCS  stated  that  the  n  urse 
"should  have"  documented  the  'patient's 
insurance  carrier  on  the  consent  form.  The  DCS 
did  not  provide  an  explanation  for  the  inaccurate  i 
information  documented  on  the  agency's  "Home 
Care  Consent"  form. 

766.5(b)(4)  Clinical  supervision 

766.5  Clinical  supervision.  The  governing 
authority  shall  ensure  for  all  health  care  services 
that 


IH620 


(b)  all  staff  delivering  care  in  patient  homes  are 
adequately  supervised.  The  department  shall 
consider  the  following  factors  as  evidence  of 
adequate  supervision: 


(4)  plans  of  care  are  revised  as  needed  and 
changes  are  reported  to  the  patient's  authorized  ■ 
practitioner,  other  staff  providing  care  to  the 
patient,  .and  other  agencies  which  authorize 
payment  for  services,  as  appropriate  and 
necessary. 

This  Regulation  is  .not  met  as  evidenced  by: 
Based  on  record  review  and  staff  interview,  the 
agency.failed  to  ensure  that  the  professional  staff 
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Actions  for  Specific  Patients  Affected: 

The  clinician  for  patient  #2  and  #4  was  counseled     2/22/1 0 
by  the  MCP  regarding  lack  of  notification  of  the 
physician  regarding  changes  in  the  patient1  s 
clinical  status  (the  size  of  the  patient's  wound)  and 
the  necessity  to  include  the  pressure  setting  of  - 
wound  vac  device  as  ordered  by  the  physician  in 
all  documentation  regarding  care  to  a  wound  with 
a  wound  vac  in  place. 

Measures  or  Systemic  Changes  to  Prevent 
Recurrence: 

Mandatory  meeting  held  on  3/3/10  for  all  3/3/10 
clinicians.  The  Director  of  Clinical  Operations  and 
Services  (DCOS)  instructed  all  clinicians 
regarding  the  necessity  of  notification  of  physician 
of  changes  in  patent  clinical  status  (such  as 
changes  in  wound  size)  and  of  the  necessity  to 
include  the  pressure  setting  of  the  wound  vac 
device  as  ordered  by  physician  in  all 
documentation  regarding  care  to  a  wound  with  a 
wound  vac  in  place  Please  see  Attachment  D, 
sign-in  sheet  for  Mandatory  meeting  of  3/3/10. 

Actions  for  Patients  Potentially  Affected  and 
QA  Program  to  Monitor: 

To  identify  patients  havinp  the  potential  to  be      5/14/10  and 

affected  by  the  same  deficiency,  and  to  ensure  ongoing 

the  deficient  practice  will  not  recur  (QA 

orouramlthe  DCOS  and  Quality  Assurance 

Nurse  (QA  RN})  will  conduct  2  months  of 

100%  record  review  of  all  active  charts,  with  an 

agency  goa/  of  100%  compliance  with 

compliance  with  notification  ofphyisican 

regarding  changes  in  the  patient's  clinical 

status  (the  size  of  the  patient's  wound)  and 

inclusion  of  pressure  setting  of wound  vac. 
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perform  the  required  wound  care,  inform  the 
physician  and  nursing  supervisor  regarding  ■- 
changes  in  wound  status  and  ensure  that  the 
ordered  medications  are  current/updated  as , 
needed.  This  was.evident  in  one  (1)  of  four  (4)  - 
patients  requiring  wound  care  (Patient  #  4)  and 
one  (1)  of  five  (5)  patient  care  records  reviewed 
(Patient  #2). 

Failure  to  ensure  that  the  professional  staff 
provide  the  ordered  patient  services  and  inform 
the  physician  for  changes  in  the  patient  clinical 
status,  places  the  patients  at  risk  for  poor  quality 
of  care  and  unmet  needs. 

The  findings  are:  - 

1)  Patient#4  has  an  admission, date  of 
7/01/2009  with  the  diagnoses  including 
Non-Healing  Surgical  Wound,  Diabetes  Mellitus 
Type  II  and  Hypertension  (HTN). 

The  Plan  of  Care  dated  12/28/2009  to  2/25/2010 
documents  orders  for  the  patient's  wound  care 
as-  "cleanse  with  NS  (normal  saline)  liquid  or 
spray  pack  with  KCI  White  sponge  and  cover 
with  occlusive  dressing  -  VAC  at  125mm/Hg 
change  dressing  3  x  (three  times)  weekly". 

The  nursing  visit  note  dated  12/23/09  documents, 
the  patient's  wound  dimensions  as  "5cm  x  3.8cm 
x  0.3cm" 

The  nursing  visit  note  dated  1/04/2010' 
documents  the  patient's  wound  dimensions  as 
"5.6cm  x  2.5cm  x  0.3cm" 

The  nursing  visit  note  dated  1/1 B/20 10 
documents  the  patient's  wound  dimensions  as 
"6cm  x  2.8cm  x  0.3cm'r. 
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again.  im-a  wm   , 

In  addition,  if  any  clinician  is  found  as  a  resultot 
the  audit  to  be  deficient  in  the  above  noted 
>  documentation,  he/she  will  be  counseled 
'  regarding  the  necessity  of  notification  of  physician 
!  of  changes  in  patient  clinical  status  (such  as 
\  changes  in  wound  size)  and  of  the  necessity  to 

include  the  pressure  setting  of  the  wound  vac 
■  device  as  ordered  by  the  physician  in  all 
!  documentation  regarding  a  wound  with  a  wound 

i  vac  in  place. 

„i  ■  ■ 

Measures  or  Systemic  Changes  to  Prevent 

Recurrence: 

The  agency  will  institute  the  use  of  a  weekly 
wound  assessment  conference  form  (See 
Attachment  B),  which  will  enable  the  MCP  to 
document  conference  with  clinician  weekly 
regarding:  assessment  of  wounds,  including 
location,  size,  amount  and  description  of  drainage, 
signs  and  symptoms  of  infection;  notification  of  the 
physician  of  any  changes  in  the  wound;  changes 
in  care  of  the  wound  as  ordered  by  the  physician. 
The  form  will  also  include  inquiry  if  wound  vac  is  in 
use  and  serve  as  a  reminder  from  MCP  to 
clinician  regarding  the  inclusion  of  physician 
ordered  pressure  settings  fro  all  documentation  of 
wound  care  to  a  wound  with  a  wound  vac  in 
place.  Use  of  this  form  will  serve  as  deter 
:  recurrence  in  the  deficient  practice  on  an  ongoing 
basis. 
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Continued  From  page  5  , 

The  nursing  visit  notes  did  not  document  that  the 
nurse  had  informed/notified  the  physician 
regarding  the  increase  in  wound  size. 

During  interview  on  2/18/2010  with  the  agency's 
Director  of  Clinical  Services  (DCS)  and  Nursing 
Supervisors,  the  Nursing  Supervisor  stated  that 
the  nurse  "should  have  informed  the  physician 
regarding  the  changes  in  the  patient's  wound 
status."  . 

The  nursing  visit  notes  dated  12/23/09  to  2/12/10 
do  not  document  that  the  nurse  ensured  that  the 
wound  VAC  pressure  was  maintained  at  the 
ordered  pressure  of  "125mm/Hg". 

The  visit  note  dated  1/31/2010  documents  that 
the  patient  called  to  inform  the  nurse  that  the 
VAC  was  "not  holding"  the  required  pressure.  The 
note  further  documents  that  the  nurse  performed 
the  wound  care. 

There  is  no  documentation  that  the  nurse  had 
restored  the  required  wound  VAC  pressure  of  , 
."■125mm/Hg"  as  ordered  by  the  physician. 

During  interview  on  2/1 8/201 0  with  the'  agency's 
DCS  and  Nursing  Supervisors,  the  DCS  stated 
that  the  nurse  should  have  ensured  that  the  . 
wound  VAC  pressure  was  maintained/restored  as 
per  the  physician's  orders. 

2)  Patient  #2  has  an  admission  date  of 

1 1/21/2005  with  the  diagnoses  including  Paralysis 

Agitans,  Pressure  Ulcer  Buttock  and 

Hypertension. 

The  Plan  of  Care  dated  12/30/2009  tq  2/27/2010 
documents  orders:  "Flonase  50mg  .1  (one)  spray 


H  620 


bffOTFealth  Systems  Management  /  Office  of  Long  .  ernn iw« 
STATE  FORM  '  '  Verelon  NYS  1 1/17/2009 


PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULO  BE  ' 
CROSS-REFERENCEO  TO  THE  APPROPRIATE 
DEFICIENCY) 


Measures  or  Systemic  Changes  to  Prevent 
Recurrence: 

In  order  to  monitor  compliance  and  prevent 
recurrence  of  deficiency,  the  DCOS  and  QA  RN 
will  complete  a  100%  retrospective  review  of  all 
patient  charts  upon  discharge  to  ensure 
compliance  with  proper  use  of  the  Wound  Care 
Assessment  Conference  update  form  (See 
Attachement  B).  Counseling  of  clinician  will  be 
completed  if  any  deficiency  is  identified. 

QA  Program  to  Monitor. 

\  Results  of  record  audits  will  be  presented  to 
I  the  Professional  Advisory  Committee  IPAC)  at 
\  PAC  meetings  and  PAC  input  will  be 

incorporated  into  the  monitoring  of  records. 

PAC  meeting  minutes,  Including  the  reporting 

of  the  record  audit  results,  will  be  sent  to  the 

Governing  body. 

The  DCOS  will  have  overall  responsibility  to 
ensure  that  all  corrective  actions  are  completed. 


Actions  for  Specific  Patients  Affected: 

The  MCP  provided  corrective  counseling  and  re- 
education to  the  RN  Case  Manager  for  patient  #2 
on  2/22/1 0  regarding  failure  to  update  and  keep 
current  the  medication  profile  in  the  patient's 
home  and  the  patient's  agency  chart  according  to 
the  MD  orders  for  the  discontinuation  of 
medications,  dosage  adjustments  and  initiation  of 
new  medications. 
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in  each  nostril  daily,' Musinex  600mg/3O0mg  PO 
(by  mouth)  prn  (as  needed)  and  Ultracet 
325/37.5mg  1  tablet  daily  as  needed  PO  pm 
pain". 

The  "Medication  Profile"  last  updated  on 
1 2/29/09  did  not  document  the  above 
medications  of  Flonase,  Mucinex  and  Ultracet 
325/  37.5mg.  as  per  the  Plan  of  Care. 

The  "Medication  Profile"  documents  the  . 
.  medication  Ultracet  as  "325/375mg  PO  QID  (four 
times  a  day)", 

The  "Medication  Profile"  further  documents  the 
medication  of  "Lasix  20mg  PO  BID  (twice  a  day)  , 
The  Plans  of  Care  did  not  include  the  Lasix  in  the 
Plans  of  Care  from  3/05/2009  to  the  present. 

The  patient  care'  record  does  hot  include  :. 
documentation  that  the  nurse  had  consulted  with 
the  physician  to  confirm  the  appropriate  Ultracet 
dosage  and  medication  regime  for  the  patient. 

During  interview  on  2/1 8/201 0  with  the  agency's 
DCS  and  Nursing  Supervisors,  the  DCS  stated 
that  the  nurse  updated  the  patient's  Medication  • 
Profile  in  the  patient's  heme  and  failed  to  update  - 
the  patient  care  record. 

During  the  survey,  the  agency  did  not  provide  the 
updated  Medication  Profile- for  review. 

The  Plan  of  Care  documents  orders  for  the  nurse 
to  visit  the  patient  "2  x  mo  x  2  mo  (two  times  a 
month  for  two  months) 
cardiovascuiar/hematologica!  interventions, 
assess  cardiovascular  status.  Neurological 
interventions  assess  neurological  status,  pain 
management  and.  med  (medication) 
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Measures  or  System  Changes  to  Prevent 
Recurrence: 

Mandatory  meeting  held  on  3/3/10  for  all 
clinicians.  The  Director  of  Clinical  Operations  and 
Services  (DCOS)  instructed  all  clinicians 
regarding  the  importance  of  updating  and  keeping 
current  the  medication  profile  in  the  patient's 
home  and  the  patent's  agency  chart  according  to 
the  MD  orders  for  the  discontinuation  of 
medications,  dosage  adjustments  and  initiation  of 
new  medications.  Clinicians  were  instructed  to 
notify  MCP  regarding  any  medication  changes 
noted  during  visits.  Please  see  Attachment  D, 
sign-in  sheetfor  Mandatory  meeting  of  3/3/10. 

Actions  for  Patients  Potentially  Affected  and 
QA  Program  to  Monitor; 

To  identify  patients  having  the  potential  to  be 
affer.terl  hv  the  same  deficiency,  and  to  ensure 
that  the  deficient  practice  does  not  recurfQA 
Program)  the  DCOS  and  quality  Assurance 
Nurse  IQA  RA»)  will  conduct  2  months  of 
100%  record  review  of  all  active  charts,  with  an 
agency  goal  of  100%  compliance  with  the 
maintenance  of  updated  medication  profiles  in 
the  patient's  agency  chart  according  to  MD 
orders  for  the  discontinuation  of  medications, 
dosage  adjustments  and  initiation  of  new 
medications.  100  %  audit  will  be  ongoing  until 
a  100%  rate  of  compliance  is  achieved  for  2 
'. .  consecutive  months:  at  such  time  auditing  will 
he  reduced  to  50%  of  clinical  records  of  active 
patients  on  a  monthly  basis  with  the  goal  of 
100%  rate  of  compliance.  If  this  goal  is  not 
maintained,  the  agency  will  resume  100% 
audits  until  2  consecutive  months  of 
compliance  is  achieved  again.  This  will 
continue  on  an  ongoing  basis.  In  addition,  if 
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effectiveness,  med  compliance.....". 

The  record  includes  the  nurse's  visit  notes  dated 
12729/09  and  i/20/10.  There  is  no  documentation 
of  a  reason  the  patient  was  visited  twice  a  month 
as  per  the  Plan  of  Care. . 

There  is  no  documentation  of  the  physician's 
order  to  change  the  Plan  of  Care  and 
documentation  that  the  nurse  had  consulted  with 
the  physician  to  change  the  visit  frequency. 

During  interview  on  2/18/2010  with  the  DCS  and 
Nursing  Supervisors,  the  DCS  stated  that  the 
insurance  carrier  would  not  approve  the 

additional  nursing. visits.  ; 

The  agency  did' not  provide  additional  information 
and/or  documentation  during  the  survey. 
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IHTSiiWanisfoundM  a  result  of  the  audit  to  be ; 
deficient  in  the  above  noted  documentation, 
he/she  will  be  counseled  regarding  the  necessity 
of  updating  and  keeping  current  the  medication 
profile  in  the  patient's  home  and  the  patient's  ■ 
agency  chart  according  to  the  MD  orders  for  the 
discontinuation  of  medications,  dosage 

i  adjustments  and  initiation  of  new  medications. 


Measures  or  Systemic  Changes  to  Prevent 
Recurrence: 

MCPs  and  Rehab  Director  or  designee  will  include 
comprehensive  review  of  medication  profile  in  the 
home  and  clinical  record  during  all  supervisory 
home  visits  to  ensure  that  the  patient's  medication 
profile  both  in  the  home  and  in  the  clinical  record 
are  updated  to  reflect  all  changes  in  the  patient's 
medication  regimen,  including  discontinuation  of 
mediations,  dosage  adjustments.  Any 
deficiencies  that  are  found  will  be  documented  on 
the  Supervisory  and  Competency  Evaluation  Form 
and  reviewed  with  the  clinician.  (See  attachment 
C) 

Measures  or  Systemic  Changes  to  Prevent 
Recurrence: 

In  order  to  monitor  compliance  and  prevent 
recurrence  of  this  deficiency,  the  DCOS  and  OA 
will  complete  a  100%  retrospective  review  of  all 
patient  charts  upon  discharge  to  ensure 
compliance.  Counseling  of  clinician  regarding  the 
necessity  of  updating  and  keeping  current  the 
medication  profile  in  the  patient's  home  and  the 
patient's  agency  chart  according  to  the  MD  orders 
for  the  discontinuation  of  medications,  dosage 
adjustments  and  initiation  of  new  medications  will 
.  be  completed  if  any  deficiency  is  identified. 
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QA  Program  to  Monitor 

Results  of  record  audits  will  be  presented  to 

the  Professional  Advisory  Committee  (PAC)  at  6/01/10 

PAC  meetings  and  PAC  input  will  be 

incorporated  into  the  monitoring  of  records. 

PAC  meeting  minutes,  including  the  reporting 

of  the  record  audit  results,  will  be  sent  to  the 

Governing  body. 


The  DCOS  wilt  have  overall  responsibility  to 
ensure  that  all  corrective  actions  are.completed. 


Actions  for  Specific  Patients  Affected: 

The  clinician  for  patient  #2  was  counseled  by         2/22/1 0 
MCP  on  2/22/1 0  regarding  lack  of  notification  of 
physician  regarding  deviation  from  ordered  visit 
frequency  on  plan  of  treatment  and  of  the 
necessity  to  document  all  consultations  with 
physician  regarding  any  changes  to  the  ordered 
plan  of  treatment,  including  changes  to  the  visit 
frequency. 

Measures' or  Systemic  Changes  to  Pre^anf 
Recurrence: 


Mandatory  meeting  held  on  3/3/1 0  for  all 
clinicians.  The  Director  of  Clinical  Operations  and 
Services  (DCOS)  instructed  all  clinicians 
regarding  the  importance  of  notification  of 
physician  regarding  deviation  from  ordered  visit, 
frequency  on  plan  of  treatment  and  of  ttie 
necessity  to  document  all  consultations  with 
physician  regarding  any  changes  to  foe  ordered 
plan  of  treatment,  including  changes  to  the  visit 
frequency.  Please  see  Attachment  D.  sian~in 
sheet  for  Mandatory  meeting  of  3/3/10. 
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Actions  for  Patients  Potentially  Affected  and 
QA  Program  to  Monitor: 

Tojdentify  patients  having  the  potential  to  ha      6/14/10  and 
affected  by  the  same  doficip.ncY.  and  to  ensuro  ongoinp 
that  the  deficient  practice  doss  not  recur  {QA 
.  Program},  the  DCOS  and  Quality  Assurance 
Wuree  (QA  RNi)  will  conduct  2  months  of 
100%  record  review  of  all  active  charts,  with  an 
agency  goal  of  100%  compliance  with  the  plan 
of  treatment  in  regards  to  vis  it  frequency.  100 
%  audit  will  be  ongoing  until  a  100%  rate  of 
compliance  is  achieved  for  2  consecutive 
months;  at  such  time  auditing  will  be  reduced 
to  50%  of  clinical  records  of  active  patients  nn 
a  monthly  basis  with  the  ctpal  of  100%  rate  of 
compliance.  If  this  goal  is  not  maintained,  tfie 
agency  will  resume  100%  audits  until  7 
consecutive  months  of  compliance  is  achieved 
again.  This  will  continue  on  an  ongoing  hasis 
In  addition,  if  any  ciinician  is  found  as  a  result  of 
the  audit  to  be  deficient  maintaining  compliance 
with  ordered  frequency  of  visits  as  per  plan  of 
treatment,  or  in  documentation  of  all  consultations  ' 
with  physician  regarding  any  changes  to  the 
ordered  plan  of  treatment,  including  changes  to 
visit  frequency,  will  be  counseled  regarding  the 
above  noted  issues. 

Measures  or  Systemic  Changes  to  Prevent 
Recurrence:: 

In  order  to  monitor  compliance  and  prevent  5/1 9/10  and 

recurrence  of  this  deficiency,  tfie  DCOS  and  QA  ongoing 
RN  will  complete  a  100%  retrospective  review  of 
all  patient  charts  upon  discharge  to  ensure 
compliance.  Counseling  of  clinician  will  be 
completed  if  any  deficiency  is  identified. 


Office  of  Health  Systems  Management  /  Office  of  Long  Term  Care 
STATE  FOFJM  Version  WS  \  1/17/2009 


OBJ711 


New  York  State  Department  of  Health 


PRINTED:  03/08/2010 
'   FORM  APPROVED 


STATEMENT  OF  DEFICIENCIES 
AND  PLAN  OF  CORRECTION  , 


(X1)  PROVIDER/SUPPUER/CUA 
IDENTIFICATION  NUMBER: 


LC0939C 


(X2)  MULTIPLE  CONSTRUCTION 

A  BUI1DING   _ 

B.  WING  '  


fX3)  DATE  SURVEY 
COMPLETED 


02/18/2010 


NAME  Of  PROVIDER  OR  SUPPUER 

GENTTVA  HEALTH  SERVICES  -  HAUPPAUGE 


STREET  ADDRESS.  CITY.  STATE,  ZIP  CODE 

868  VETERANS  MEMORIAL  HIGHWAY,  SUITE  210 
HAUPPAUGE,  NY  11788 


(X4)  ID 
PREFIX 
TAG  . 


H  620 


'  SUMMARY  STATEMENT  OF  DEFICIENCIES 
[EACH  DEFICIENCY  MUST  BE  PRECEDED  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


ID 
PREFIX 
TAG 


H620 


Office  of  Health  Systems  Management  I  Office  of  Long  Term  Care 
STATE  FORM  -.     Version  NYS  11/17/2009 


PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY)  - 


(X5) 
COMPLETE 
DATE 


QA  Program  to  Monitor 

Results  of  record  audits  will  be  presented  to 
trie  Professional  Advisory  Committee  (PAC)  at 
PAC  meetings  and  PAC  incut  will  be 
incorporated  into  the  monitoring  of  records. 
PAC  meeting  minutes.  Including  the  reporting 
of  the  record  audit  results,  will  be  serif  to  the 
Governing  body- 

The  DCOS  will  have  overall  responsibility  to 
ensure  that  all  corrective  actions  are  completed. 
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Richard  F.  Dairies  M.D. 
Commissioner 


STATE  OF  NEW  YORK 

DEPARTMENT  OF  HEALTH 

Metropolitan  Area  Regional  Office  90  Church  Street,  New  York,  NY  10007  r 

James  W.  Clyne,  Jr. 
Executive  Deputy  Commissioner 


March  26,  2010 


Progressive  Home  Health  Services,.  Inc.         .•  " 

Attn:  Eleanor  Halley 

VP/Administrator 

132  West  31st  Street,  7th  Floor 

New  York,  NY  10001  • 

Re:  Response  to  Plan  of  Correction 
License:  1348L001 
Survey  Date:  01/14/2010 

Dear  Ms.  Halley: 

Please  be  advised  that  the  Plan  of  Correction  relating  to  the  recent  Full  Survey  of  your 
agency  have  been  reviewed  by  this  office. 

All  items  we're  found  to  be  acceptable  and  it  is  expected  that  you  will  implement  this  plan 
within  the  time  frames  that,  were  submitted.  A  post  approval  review  will  be  conducted  to 
verify  the  correction  of  deficiencies. 

If  you  have  any  questions  regarding  this  matter,  please  call  our  office  at  (212)  427-4921 


Sincerely, 


Cheryl  Phoenix-Tannis,  RN,  MSN,  CS  ■ 
Regional  Program  Director    '  . 
Bureau  of  Home  Health  Care  and  Hospices  Services 
Metropolitan  Area  Regional  Offices 
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Initial  Comments 

A  full  survey  was  conducted  at  Progressive  Home 
Health  Services  Agency,  Inc.,  132  West  31st 
Street,  7th  Floor,  New  York,  New  York  on 
January  14.  2010. 

Twelve  (12)  personnel  records  were  reviewed 
and  are  identified  as  Employee  #1  to  #12. 
Five  (5)  patient  care  records  were  reviewed  and 
are  identified  as  Patient  #1  to  #5. 

The  Policy  and  Procedure  Manual.  Operating 
License,  Complaint  Log.  Health  Provider  Network 
(HPN)  Policy  and  Procedure,  Criminal  History 
Record  Check,  Emergency  Preparedness  and 
Quality  Improvement  meeting  minutes  were 
reviewed. 

765  2(a)(9)  Patient  service  policies  and 
procedures 

766.2  Patient  service  policies  and  procedures. 

(a)  The  governing  authority  shall  ensure  far  each 
health  care  service  provided  that: 


(9)  a  patient  is  discharged  by  Ihe  agency  after 
notification  of  the  authorized  practitioner,  as 
defined  in  subdivision  (b)  of  section  765.4  of  this 
Part,  and  consultation  with  the  patient  and  any 
other  professional  staff  involved  in  coordinating 
the  plan  of  care,  no  less  than  48  hours  prior  to 
patient  discharge. 

This  Regulation  is  not  met  as  evidenced  by: 
Based  on  record  review  and  staff  interview,  the 
agency  failed  to  notify  the  physician  within  48 
hours  prior  to  patient  discharges.  This  was 
evident  from  two.  (2)  out  of  five  (5)  patient  care 
records  reviewed  (Patients  #4  and  5). 

L 


HO00 


H  324 


Please  see  attached  transfer  summaries 
(Attachments  1  and  2) 

These  summaries  were  presented, 
reviewed  and  discussed  by  the  President 
and  the  Director  of  Patient  Services  at 
the  time  of  the  survey. 


Patient  number  4  was  transferred  by  the 
patient's  family  member  and  physician 
to  a  certified  home  health  agency  for 
skilled  services  not  provided  by 
Progressive  Home  Health  Services.  The 
physician  initialed  the  care  and  transfer. 
A  late  note  has  been  entered  into  the 
patient's  chart  clarifying  this. 

Patient  number  5  was  transferred  by  his 
physician  to  an  inpatient  rehabilitation 
1  center.  A  late  note  clarifying  this  has 
been  entered  into  his  chart. 

Documentation  for  all  patients  who  have 
impending  discharges  will  be  reviewed 
prior  to  discharge  to  insure  that  the 
physician  is  notified  at  least  48  hours 
prior  to  discharge. 

Responsibility:  Director  of  Patient 
Services. 
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Failure  to  ensure  that  the  physician  is  notified 
within  48  hours  of  patient  discharge  places 
patients  at  risk  for  receiving  poor  discharge  plans. 

The  finding  is:  , 

1)  Patient  #4  has  diagnoses  of  Colon  Cancer, 
Dementia,  Constipation,  Hypertension;  History 
of  Breast  Cancer;  Transient  Ischemic  Attack, 
Depression. 

The  patient  care  record  contains  a  discharge 
summary  dated  1 1/13/09  documents  the 
physician  was  notified  on  "11/13/09". 

2)  Patient  #5  has  diagnoses  of  Alzheimer's 
Disease,  MitraJ  Valve  Replacement , 
Hypertension  and  Hypercholesterolemia. 

The  patient  care  record  contains  a  discharge 
summary  dated  09/23/09  documents  that  the 
physician  was  on 

On  January  14,  2010,  the  President  and  Director 
of  Patient  Services  were  interviewed  and  did  not 
give  an  explanation  for  the  physician  not  being 
notified  prior  to  discharge. 

766.9(1)  Governing  authority 

Section  766.9  Governing  authority. 

The  governing  authority  or  operator,  as  defined  in 
Part  700  of  this  Title,  of  a  licensed  home  care 
services  agency  shall: 


(t)  appoint  a  quality  improvement  committee  to 
establish  and  oversee  standards  of  care.  The 
quality  improvement  committee  shaJI  consist  of  a' 
consumer  and  appropriate  health  professional 
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;  persons  including  a  physician  if  professional 

health  care  services  are  provided.The  committee 
:  shall  meet  at  least  four  times  a  year  to: 


(1 )  review  policies  pertaining  to  the  delivery  of  the 
health  care  services  provided  by  the  agency  and 
recommend  changes  in  such  policies  to  the 
governing  authority  for  adoption;  ~. 

(2)  conduct  a  clinical  record  review  of  the  safety,' 
adequacy,  type  and  quality  of  services  provided 
which  includes: 

fj)  random  selection  of  records  of  patients 
currently  receiving  services  and  patients 
discharged  from  the  agency  within  the  past  three 
months;  and 

(it)  all  cases  with  identified  patient  complaints  as 
specified  in  subdivision  (j)  of  this  section; 

[3)  prepare  and  submit  a  written  summary  of 
review  findings  to  the  governing  authority  for 
necessary  action;  and 

[4)  assist  the  agency  in  maintaining  liaison  with 
Dther  health  care  providers  in  the  community. 
This  Regulation  is  not  met  as  evidenced  by: 
Based  on  record  review  and  staff  interview,  the 
agency  failed  to  ensure  the  Quality  Improvement 
(Ql>  Committee  meeting  are  attended  by  a 
physician  and  consumer. 

Failure  to  ensure  the  Quality  Improvement 
Committee  performs  the  required  functions 
places  patients  at  risk  for  receiving  poor  quality 
services,  unsafe  and  inadequate  care. 

The  findings  are: 
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The  Ql  committee  meeting  ruinates  do  not  have 
documented  evidence  of  physician  and  consumer 
attendance  for  the  following  meeting:  February  1, 
2007,August2,  2007,  May  3,  2007,  May  1,  2008 
and  May  7.  2009.  "  ^ 

i  On  January  14, 2010,  the  President  and  Director 
;  Of  Patient  Services  were  interviewed  and  did  not 
give  an  explanation  for  the  physician  and 
consumer  not  attending  the  meetings. 

H1 142' 766.9(0)  Governing  Authority  1 

Section  766. 9  Govern  ing  authority 

(o)  Health  Provider  Network  Access  and 
■,  Reporting  Requirements  The  governing  authority 
or  operator  of  an  agency  shall  obtain  from  the 
Department '  s  Health  Provider  Network  <HPN), 
HPN  accounts  for  each  agency  that  it  operates 
and  ensure  that  sufficient,  knowledgeable  staff 
will  be  available  to  and  shall  maintain  and  keep 
current  such  accounts.  At  a  minimum,  twenty-four 
hour,  seven-day  a  week  contacts  for  emergency 
communication  and  alerts,  must  be  designated  by 
each  agency  in  the  HPN  Communications 
Directory.  A  policy  defining  the  agency '  s  HPN 
coverage  consistent  with  the  agency '  s  hours  of 
:  operation  shall  be  created  and  reviewed  by  the 
;  agency  no  less  than  annually.  Maintenance  of 
!  each  agency '  s  HPN  accounts  shall  consist  of, 
\  but  not  be  limited  to,  the  following: 


(1 )  sufficient  designation  of  the  agency '  s  HPN 
coordinators)  to  allow  for  HPN  individual  user 
application; 

{2> designation  by  the  governing  authority  or 
operator  of  an  agency  of  sufficient  staff  users  of 
the  HPN  accounts  to  ensure  rapid  response  to 


H1036 


H1142 


The  QI  Committee  attendance  sheets 
provided  to  the  surveyors  are  attached 
(Attachments  3a-e) 

These  attendance  sheets  were  presented  to 
the  surveyors  by  the  President  and  the 
Director  of  Patient  Services,  and  were 
reviewed  and  discussed  at  length  during 
the  closing  conference. 

Progressive  has  a  physician,  as  a  member 
of  the  QI  Committee  although  a  physician 
is  not  required  by  regulation  since 
Progressive  does  not  provide  "professional 
health  care  services."  (The  physician  was 
in  fact  present  at  each  meeting  of  the  QI 
Committee.) 

Progressive  Home  Health  Services  is 
conducting  a  search  for  an  alternate 
consumer  member  who  will  be  assigned 
when  the  primary  consumer  member  is 
unable  to  attend  the  QI  meeting. 


Responsibility:  Director  of  Patient 
Services 

Expected  date  of  completion:  May  6,  2010 
(next  QI  meeting) 
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requests  for  information  by  trie  State  . and/or  local 
Department  of  Health; 

(3)  adherence  to  the  requirements  of  the  HPN 
user  contract;  and 

(4)  current  and  complete  updates  of  the 
Communications  Directory  reflecting  changes 
that  include,  but  are  not  limited  to,  general 
information  and  personnel  role  changes  as  soon  . 
as  they  occur,  and  at  a  minimum,  on  a  monthly 
basis. . 

This  Regulation  is  not  met  as  evidenced  by: 
Based  on  observation  and  staff  interview,  the 
agency  did  not  maintain  a  complete  and.current 
Health  Provider  Network  (HPN)  Communications  ■ 
Directory 

Failure  to  maintain  a  complete  and  current  HPN 
Communications  Directory  places  patients  at  risk 
for  unsafe  care  during  an  emergent  situation. 

The  finding  is:  ■ 

On  January  14,  2010,  the  Administrator  logged 
ontothe  agency  HPN  Communications  Directory 
and  printed  out  a  copy  of  the  "Select  a  Role  to 
Assign/Modify  for  Progressive  Home  Health 
Services,  Inc."  from  HPN. 

There  is  no  documentation  of  the  contact  names 
for  the  following  roles:  Order  Official 
Prescriptions,  Governing  Body 
Chairman/President,  Infection  Control 
Practitioner. 

On  January  14,  2010,  the  President  and  Director 
of  Patient  Services  were  interviewed  and  did  not 

H1142  . 

The  President  and  the  Director  of  Patient 
Services  discussed  during  the  closing 
conference  of  l/14/l  0  survey  the  process 
for  monthly  review  of  the  HPN 
Communications  directory.. 

All  appropriate  roles  have  been  assigned  in 
the  HPN. 

The  HPN  Coordinator  will  review  the  HPN 
website  during  the  first  week  of  every 
month  to  assure  that  all  roles  remain 
current  and  the  20  available  user  slots  are 
being  utilized  by  Progressive  Home  Health 
Services  to  satisfy  regulatory  requirements. 
The  HPN  Coordinator  will  document  that 
the  task  has  been  completed  via  an  email 
sent  to  the  Director  of  Patient  Services. 

Responsibility:  HPN.Coordinator 

1/14/2010 
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402.6(d)  Criminal  History  Record  Check  Process 

Section  402.6  Criminal  History  Record  Check 
Process. 


(d)  A  provider  may  temporarily  approve  a 
prospective  employee  while  the  results  of  the 
criminal  history  record  check  are  pending.  The  • 
provider  shall  implement  the  supervision 
requirements  identified  in  section  402.4  of  this 
Part/applicable  to  the  provider,  during  the  period 
oi  temporary  employment 

This  Regulation  is  not  met  as  evidenced  by: 
Based  on  record  review?  and  staff  interview,  the 
agency  did  not  document  weekly  supervision  for 
all  employees  required  for  Criminal  History 
Record  Check  (CHRC).  This  was  evident  for  two 
(2)  of  twelve  (12)  personnel  records  reviewed 
[Employees  #4  and  7). 

Failure  to  document  weekly  supervision  while 
awaiting  the  results  of  the  CHRC  places  patients 
at  risk  for  receiving  unsafe  care.  . 

The  findings  are: 

1 )  Employee  #4  is  a  Home  Health  Aide  hired  by 
the  agency  on  "12/5/06". 

2)  Employee  #7  is  a  Home  Health  Aide  hired  by 
the  agency  on  "5/12/07". 

■\ 

There  is  no  documented  evidence  of  weekly 
supervision  of  Employee  #4  between  02/1 1/07  \ 
and  03/23/07  while  awaiting  the  results  of  the 
criminal  history  record  check  until  the  CHRC 
results  returned. 

There  is  no  documented  evidence  of  weekly 
supervision  of  Employee  #7  between  06/01/07 
and  08/1 7/07  while  awaiting  the  results  of  the 
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Employee  #  4  was  hired  on  1 2/5/06 
and  the  fingerprint  results  were  not 
received  until  3/23/07  and  Progressive 
was  unable  to  locate/produce 
documented  supervision. after  2/1 1/07. 

Employee  #  7  was  hired  on  5/1 2/07 
and  the  fingerprint  results  were  not 
returned  until  8/17/07  and  Progressive 
was  unable  to  locate/produce 
documented  supervision  after  6/1/07. 

(The  challenge  the  agency  faced  was 
the  projected  DOH  CHRC  turnaround 
time  (7- 1 0  business  days  -  see 
attachment  #  4)  when  the  reality  for 
both  DOH  CHRC  and  the  agency  was 
a  45+  day  turnaround.) 
In  2008  after  a  self-audit  of  our  CHRC 
Supervision  processes,  procedures  and 
staffing  resources  adjustments  were 
made  to  assure  consistent  supervision 
including  assigning  a  full-time 
dedicated  staff  member  to  oversee  all 
aspects  of  the  agency's  CHRC 
process/tracking. 

In  addition,  since  the  implementation 
in  2009  of  Live  Scan  none  of  our 
active  Aides  have  pending  CHRC 
results. 
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STATE  OF  NEW  YORK 

DEPARTMENT  OF  HEALTH 

Metropolitan  Area  Regional  Office  90  Church  Street,  New  York,  NY  10007  _ 

James  W.  Clyne,  Jr. 

Executive  Deputy  Commissioner 


March  26,  2010 


Premier  Home  Health  Care  Services,  Inc^ 
Attn:  Donna  Duggin,  RN  \ 
Director  of  Clinical  Services 
42  Broadway,  21st  Floor 
New  York,  NY  10004 


Re:  Response  to  Plan  of  Correction 
License:  #1086L005 
Survey  Date:  2/9/10 


Richard  F.  Dairies  M.D. 
Commissioner  ■ 


Dear  Ms.  Duggin: 

Please  be  advised  that  the  Plan  of  Correction  relating  to  the  recent  State  Re-licensure  Survey  of 
your  agency  have  been  reviewed  by  this  office. 

All  items  were  found  to  be  acceptable  and  it  is  expected  that  you  will  implement  this  plan  within 
the  time  frames  that  were  submitted.  A  post  approval  review  will  be  conducted  to  verify  the 
correction  of  deficiencies. 

If  you  have  any  questions  regarding  this  matter,  please  call  our  office  at  (21 2)  417-4921 . 


Sincerely, 


Cheryl  Phoenix-Tannis,  RN,  MSN,  CS 
Regional  Program  Director 

Bureau  of  Home  Health  Care  and  Hospices  Services 
Metropolitan  Area  Regional  Offices 


/Jt 


Premier 

home  health,  care  services,  iric. 


March  16,  2010 

Cheryl  Phoenix-Tannts,  RN,  MSN,  CS 
Program  Manager 

Home  Health  and  Hospices  Services 
Metropolitan  Area  Regional  Office 

90  Church  Street 

New  York,  New  York  10007 

.  > 

RE:  Premier, Home  Health  Care  Services,  Inc.  -  Manhattan 
License:  1086L005 

Survey  Date:  February  9,  20.10  - 
"Dear  Ms.  Phoenix-Tannis,  ■■ 

Attached,  please  find  our  plan  of  correction  with  the  supporting  documentation  for  the 
survey  conducted  on  the  above  date. 

The  person  responsible  for  overseeing  the  plan  of  correction  will  be  Marcos  Maltez, 
Regional  Vice  President. 

If  you  have  any  questions,  please  feel  free  to  contact  me  at  914  467-5567. 


Sincerely, 

Donna  Duggan,  RN  ^ 
Director  of  Clinical  Services 
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Initial  Comments 

A  State  re-licensure  survey  was  conducted  at- 
Premier  Home  Health  Care  Services,  Inc.  on 
February  9;  2010. 

Six  (6)  Patient  Care  Records  were  reviewed  and 
are  identified  as  Patients  #1.  to  6. 
Eight  (8)  Patient  Care  Records  with  incidents 
were  reviewed  and  are  identified  as  Patients  #7 
to  14.  . 

Seven  (7)  Personnel  Records  were  reviewed  and 
identified  as  Employees  #1  to  7. 
Five  (5)  of  the  seven  (7)  personnel  records 
reviewed  are  Home  Health  Aides. 

The  agency  Policy  and  Procedure  Manual, 
Quality  Improvement  Committee  Meeting 
Minutes,  Complaint  Log  and  Admission  Packet 
were  reviewed. 

the  agency  Director  of  Patient  Services  (DPS) 
was  off-site  at'the  corporate  office  and  was 
interviewed  via  telephone  conference.  The 
Regional  Vice  President  of  Operations,  the  Office 
Administrator  and  the  Human  Resources 
•Manager  were  present  on-site  during  the  survey 
and  during  the  telephone  conference  with  the 
DPS. 

766.1(a)(1)  Patient  rights 

Section  766.1  Patient  rights. 

(a)  The  governing  authority  shall  establish  written 
policies  regarding  the  rights  of  the  patient  and 
shall  ensure  the  development  of  procedures  • 
implementing  such  policies.  These  rights,  policies 
and  procedures  shall  afford  each  patient  the  right 
to:  - 
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I.  Corrective  action  for  those  patients 
found  to  be  affected  by  the  deficient 
practice: 

The  Field  Nurse  Supervisor  and  Office 
Administrator  will  audit  all  applicable 
client  service  agreements  and  reissue  the 
new  client  service  agreement  on  their  next 
visit. 


Office  of  Health  Systems  ^Management  / 


:  of  Long  Term  Care  .     •  • 
L        lATORY  DIRECTOR'S  OlVP^OVIDER/SUPPLIER  REPRESENTATIVE'S  SIGNATURE  ' 


Si,\,EFORM 


(XS)  DATE 


version  NYS  11/17/2009 


SRX111 


If  continuation  sheet  1  of  1S 


PRINTED:  03/03/2010 
FORM  APPROVED 


New  York  State  Department  of  Health 


STATEMENT  OF  DEFICIENCIES 
AND  PLAN  OF  CORRECTION 


(X1)  PROVIDER/SUPPUER/CLIA 
IDENTIFICATION  NUMBER: 


LC058SC 


(X2)  MULTIPLE  CONSTRUCTION- 

A.  BUILDING   :  . 

B.  WING  '   


(X3)  DATE  SURVEY 
"  COMPLETED  ' 


02/09/2010. 


NAME  OF  PROVIDER  OR  SUPPLIER 


PREMIER  HOME  HEALTH  CARE  SERVICES  INi 


STREET  ADDRESS,  CITY.  STATE,  ZIP  CODE 

42  BROADWAY,  21  ST  FLOOR 
NEW  YORK,  NY  10004 


(X4)  ID 
PREFIX 
TAG 


H204 


SUMMARY  STATEMENT  OF  DEFICIENCIES 
(EACH  DEFICIENCY  MUST  BE  PRECEDED  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


ID 

PREFIX 
TAG 


Continued  From  page  1 

{1 )  be  informed  of  these  rights,  and  the  right  to ' 
exercise  such  rights,  in  writing  prior  to  the' 
initiation  of  care,  as  evidenced  by  written 
documentation  in  the  clinical  record; 

(2)  be  given  a  statement  of  the  services  available 
by  the  agency  and  related  charges; 

(3)  be  advised  before  care  is  initiated  of  the 
extent  to  which  payment  for  agency  services  may 
be  expected  from  any  third  party  payors  and  the 
extent  to  which  payment  may  be  required  from 
the  patient. 

(i)  The  agency  shall  advise  the  patient  of  any 
changes  in  information  provided  under  this 
paragraph  or  paragraph  (2)  of  this  subdivision  as 
soon  as  possible,  but  no  later  than  30  calendar 
days  from  the  date  the  agency  becomes  aware  of 
the  change. 

(ii)  All  information  required  by  this  paragraph  shall 
be  provided  to  the  patient  both  orally  and  in 
writing; 

(4)  be  informed  of  all  services  the  agency  is  to 
provide,  when  and  how  services  will  be  provided, 
and  the  name  and  functions  of  any  person  and 
affiliated  agency  providing  care  and  services. 
This  Regulation  is  not  met  as  evidenced  by: 
Based  on  record  reviews  and  staff  interviews,  the 
agency  did  not  provide  patients  with  complete 
information  regarding  the  frequency  of  aide 
services  and  financial  responsibility.  This  was 
evident  for  four  (4)  of  six  (6)  patient  care  records 
reviewed  (Patients  #2,  3,  5  and  6). 

Failure  to  provide  patients  with  complete 
information  regarding  the  frequency  of  aide  . 
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II.  Identification  of  other  patients  having 
the  potential  to  be  affected  by  the 
deficiency  and  what  corrective  action  will 
be  taken: 

All  case  managed  cases  have  the  potential 
to  be  affected  by  this  deficient  practice. 

1.  As  of  2/09/10,  there  are  a  total  of  150 
■  case  managed  cases.  The  agency  will 

perform  100%  audit  of  the  balance  of  the 
current  population  of  case  managed  cases. 

2.  The  Client  Service  Agreement  has  been 
revised  to  reflect  these  changes. 

HI.  Measures  that  will  be  put  in  place  to 
ensure  that  the  deficient  practice  will  not 
reoccur: 

1.  FNS's  were  educated  on  the  new  Client 
Service  Agreement. 

2.  The  new  Client  Service  Agreement  will 
be  included  in  the  RN  orientation  for  all 

'  new  hires. 

3.  The  Regional  Director  of  Patient 
Services  will  be  responsible  for  overseeing 
the  audit  process  and  then  the  Office 

Ad  ministrator  moving  forward. 

IV.  How  will  the  corrective  action  be 
monitored  to  ensure  the  deficient  practice 
will  not  reoccur? 

As  is  company  practice,  random 
quarterly  chart  audits  will  continue  to 
ensure  compliance  with  new  Client 
Service  Agreement. 

1.  As  of  2/9/10  there  are  a  total  of  150  case 
managed  cases.  The  agency  will  perform 
100%  audit  of  the  balance  of  the  current 
population  of  case  managed  cases. 
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services  and  financial  responsibility  places 
patients  at  risk  for  receiving  poor  care  as  a  result 
of  not  having  all  needs  met. 

The  findings  are: 

1 )  The  agency  "Client  Service  Agreement"  lacks 
documentation  of  the  rate  per  hour  or  day  for 
Home  Health  Aide  services. 

2)  The  agency  "Client  Service  Agreement  lacks 
documentation  of  the  frequency  and  rate  for 
Home  Health  Aide  services. 

The  "Plan  of  Care"  reviewed  by  the  agency  nurse 
on  "10/5/09"  lacks  documented  evidence  of  the 
patient's  signature. 

3)  The  patient  care  record  lacks  documentation 
of  an  agency  "Client  Service  Agreement"  form. 

4)  The'agency  "Client  Service  Agreement"  form 
lacks  documentation  of  the  services.to  be 
provided. 

On  February  .9,  2010  at  3:  50  PM,  the  Director  of 
Patient  Services  and  the  Regional  Vice  President 
of  Operations  were  interviewed  and  did  not 
provide  an  explanation. 

766. 1(a)(9). Patient  rights 

Section  766.1  Patient  rights. 

(a)  The  governing  authority  shall  establish  written 
policies  regarding  the  rights  of  the  patient  and 
shall  ensure  the  development  of  procedures  - 
implementing  such  poiicies.  These  rights,  policies 
and  procedures  shall  afford  each  patient  the  right 
to:  .  . 
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2.  Based  on  the  structure  established  by 
the  governing  authority,  audit  results  will 
be  documented  on  the  Branch,  Regional 
and  Corporate  Ql  Summary  Forms. 
Results  will  be  reviewed  by  the  Office 
Administrator  and  Director  of  Clinical 

Services.  Findings  will  be  reported  at  the 
Branch,  Regional  and  governing 
authority  Corporate  QI  Committee 
meetings  and  reflected  in  the  minutes. 
The  VP  of  Operations,  Office 
Administrator  and  Director  of  Clinical 
Services,  based  on  the  findings  will 
determine  if  the  system  is  effective  and 
make  any  revisions  as  necessary. 


I.  Corrective  action  for  those  patients 
found  to  be  affected  by  the  deficient 
practice: 

AH  case  managed  cases  will  be  re-issued 
the  updated  Complaint/Occurrence 
Reporting  Form  including  the  appeal 
process. 
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(9)  submit  patient  complaints  about  the  care  and 
services  provided  or  not  provided  and  complaints 
concerning  iack  of  respect  for  property  by  anyone 
furnishing  service  on  behalf  of  the  agency,  to  be 
informed  of  the  procedure  for  filing  such 
complaints,  and  to  have  the  agency  investigate 
such  complaints  in  accordance  with  the 
provisions  of  subdivision  (j)  of  section  766.9  of 
this  Part  The  agency  is  also  responsible  for 
notifying  the  patient  or  his/her  designee  that  if  the 
patient  is  not  satisfied  by  the  response  the  patient 
may  complain  to  the  Department  of  Health's 
Office  of  Health  Systems  Management 
This  Regulation  is  not  met  as  evidenced  by: 
Based  on  record  reviews  and  staff  interview,  the 
agency  did  not  provide  patients  the  time  frame  in 
which  the  agency  must  respond  to  an  appeal.  -  - 
This  was  evident  for  the  agency  admission 
packet. 

Failure  to  document  complete  complaint 
information  places  patients  at  risk  for  not  being 
able  to  fuliy  exercise  their  right  to  make  a 
complaint 

The  finding  is: 

The  agency  "Patient  Bill  of  Rights"  found  in  the 
admission  packet  lacks  documented  evidence 
informing  patients  of  the  right  to  appeal  the 
agency's  decision  about  a  complaint  and  the 
agency  has  thirty  (30)  day  within  which  to 
respond  to  an  appeal. 

On  February  9,  2010  at  3:  50  PM,  the  Director  of 
Patient  Services  and  the  Regional  Vice  President 
of  Operations  were  interviewed  and  did  not 
provide  an  explanation!  * 
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II;  Identification  of  other  patients  having 
the  potential  to  be  affected  by  the 
deficiency  and  what  corrective  action  will 
be  taken'. 

All  case  managed  cases  have  the  potential 
to  be  affected  by  this  deficient  practice. 

1.  All  clients  will  be  issued  new 
"Complaint/Occurrence  Procedure"  that 
includes  the  time  frame  for  appeal  on 
their  next  scheduled  visit. 

III.  Measures  that  will  be  put  in  place  to 
ensure  that  the  deficient  practice  will  not 
reoccur: 

1.  All  case  managed  cases  will  be  re-issued 
the  updated  Complaint/Occurrence 
Reporting  Form  including  the  appeal 
process. 

2.  The  RN  orientation  will  be  updated  to 
reflect  this  form  revision  for  all  new  hires. 

3.  The  Office  Administrator  and 
Regional  Director  of  Patient  Services  will 
perform  weekly  audits  of  the  admission 
package  compliance. 

IV.  How  will  the  corrective  action  be 
monitored  to  ensure  the  deficient  practice 
will  not  reoccur? 

1.  The  Office  Administrator  and 
Regional  Director  of  Patient  Services  will 
perform  weekly  audits  of  the  admission 
package  compliance. 

2.  FNS/DPS  will  review  client  forms 
during  home  visits. 
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766.4(d)  Medical  orders 

766.4  Medical  orders. 


(d)  Medical  orders  shall  reference  all  diagnoses,, 
medications,  treatments,  prognoses,  and  other 
pertinent  patient  information  relevant  to  the 
agency  plan  of  care;  and 

(1)  shall  be  authenticated  by  an  authorized 
practitioner  within  thirty  (30).  days  after  admission 
to  the  agency;  and 

(2)  when  changes  in  the  patient's  medical  orders 
are  indicated,  orders,  including  telephone  orders, 
shall  be  authenticated  by  the  authorized 
practitioner  within  thirty  (30)  days. 

This  Regulation  is  not  met  as  evidenced  by: 
Based  on  record  reviews  and  staff  interview,  the 
agency  failed  to  ensure  medical  orders  are 
complete  and  signed  within  30  days  by  an 
authorized  practitioner.  This  was  evident  for  six 
(6)  of  six  (6)  patient  care  records  reviewed 
(Patients  #1,  2,  3,  4,  5  and  6). 

Failure  to'ensure  medical  orders  are  complete 
and  signed  within  30  days  places  patients  at  risk 
for  unsafe  and  unauthorized  care: 

The  findings  are : 

1)  Patient  #1  has  diagnoses  which  include: 
Non-Insulin  Dependent  Diabetes  Mellitus, 
Depression,  Hyperlipidemia  and  Osteoporosis. 

The  medical  order  "12/7/09  to  6/7/10"  lacks 
documented  evidence  of  the  specific  type  of  aide 
services. 

The  patient  care  record  includes  an  "Addendum 
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I.  Corrective  action  for  those  patients 
found  to  be  affected  by  the  deficient 
practice: 

1.  Patient  #1  -  FNS  was  re-educated  on 
appropriate  identification  of  type  of 
service.  Circle  HHA/PCA  to  indicate 
service.  (Patient  #1,  #4,  #5,  #6) 
FNS  wrote  a  plan  of  correction  on  the 
addendum  as  a  result  of  an  in-house  audit 
which  identified  missed  diagnosis's  for 
medications  listed  on  the  plan  of 
treatment  dated  6/6/09-12/6/09. 
Plan  of  Treatment  re-faxed  to  MD  for 
signature  that  declined  to  sign  out-dated 
order. 
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to  Plan  of  Treatment"  initiated  by  the  agency 
nurse  on  "1 1/16/09".  There  is  no  documented 
evidence  of  a  physician's  signature. 

The  patient  care  record  documents  an  order  for 
"Ativan  1  mg"  initiated  by  the  agency  nurse  on 
"5/29/09"  and  signed  "7/23/09"  past  thirty  (30) 
days  by  the  physician. 

The  medical  order  dated  "6/5/08  to  12/5/08"  and 
the  addendum  to  the  medical  order  lack 
documented  evidence  of  a  physician's  signature. 

2)  Patient  #2  has  diagnoses  which  include: 
Cardiac  Disease  and  Dementia. 

The  medical  order  "1/7/2010  to  7/7/2010" 
documents  the  patient  is  ordered  the  medication 
"Coumadin".  There  is  no  corresponding  . 
diagnosis  for  this  medication.  The  medical  order 
lacks  documented  evidence  of  the  specific  type  of 
aide  services. 

3)  Patient  #3  has  diagnoses  which  include: 
Insulin  Dependent  Diabetes  Mellitus, 
Hypertension,  Legal  Blindness  and  Right  Beiow. 
the  Knee  Amputation. 

The  "Physicians  Plan  of  Treatment"  dated  "4/6/09 
to  10/6/09"  and  initiated  by  the  nurse  on  "4/6/09" 
documents  the  physician  signed  the  order  past 
thirty  (30)  days  on  "7/3/09". 

4)  Patient  #4  has  diagnoses  which  include: 
Insuiin  Dependent  Diabetes  Mellitus, 
Hypertension,  Epilepsy  and  Glaucoma:; 

The  "'Physicians  Plan  of  Treatment"  dated 
"7/16/09  to  1/16/2010"  documents  the  agency 
nurse  initiated  the  "Plan  of-Treatment"  on 
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2.  Patient  #2  -  FNS  was  re-educated  on 
completion  of  plan  of  treatment.  Patient 
was  on  Coumadin  for  diagnoses  of  Atrial 
Fibrillation  which  was  omitted  from  the 
plan  of  treatment. 

Patient  #4  -  FNS  omitted  diagnosis's  on 
plan  of  treatment  for  medication  Flomax, 
Synthroid  and  Fosamax.  Addendum  to 
plan  of  treatment  sent  to  physician. 

3.  FNS  was  re-educated  on  the 
regulations  and  agency  policy  and 
procedure  for  obtaining  signed  MD. 
orders  within  30  days  (Patient  #1,  #3,  #4, 
&#6). 

II.  Identification  of  other  patients  having 
the  potential  to  be  affected  by  the 
deficiency  and  what  corrective  action  will 
be  taken: 

All  case  managed  cases  have  the  potential 
to  be  affected  by  this  deficient  practice. 

As  of  2/09/10,  there  are  a  total  of  150  case 
managed  cases.  The  agency,  will  perform 
100%  audit  of  the  balance  of  the  current 
population  of  case  managed  cases. 

III.  Measures  that  will  be  put  in  place  to 
ensure  that  the  deficient  practice  will  not 
reoccur: 

1.  The  Regional  Director  of  Patient 
Services  will  be  responsible  for  overseeing 
the  audit  process  and  then  the  Office 
Administrator  moving  forward. 

2.  FNS's  re-educated  on  completion  of 
POT  inclusive  of  identification  of  services 
provided,  diagnoses  matching 
medications,  obtaining  signed  MD  orders 
within  30  days  as  per  agency  policy  and 
state  regulation. 
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'7/28/09"  and  the  physician  signed  the  order  past 
thirty  (30)  days  on  "1 1/16/09". 

The  "Physicians  Plan  of  Treatment"  dated 
"1/16/2010  and  7A16/2010"  documents  the  patient 
is  ordered  the  medications  "Fiomax,  Synthroid, 
and  Fosamax".  There  are  no  corresponding 
diagnoses  for  these  medications.  The  medical 
order  lacks  documented  evidence  of  the  specific 
type  of  aide  services. 

5)  Patient  #5  has  diagnoses  which  include: 
Non-Insulin  Dependent  Diabetes  Meliitus,  Arthritis 
and  Hypertension. 

The  "Physicians  Plan  of  Treatment"  dated 
"9/10/09  to  3/10/1 0"  lacks  documented  evidence 
of  the  specific  type  of  aide  services. 

6)  Patient  #6  has  diagnoses  which  include: 
"Glaucoma  and  Anxiety  Disorder". 

The  "Physician  Plan  of  Treatment"  dated  "1/19/10 
to. 7/1 9/10"  lacks  documented  evidence  of  the  - 
specific  type  of  aide  services.- 

On  February  9,  2010  at  3:  50  PM,  the  Director  of 
Patient  Services  and  the  Regional  Vice  President 
of  Operations  were  interviewed  and  did  not 
provide  an  explanation. 

766.6(a)(3)  Patient  care  record 

766.6  Patient  care  record. 

(a)  The  agency  shall  maintain  a  confidential' 
record  for  each  patient  admitted  to  care  to 
include: 


H514 


(3)  nursing  assessments  conducted  to  provide 
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IV.  How  will  the  corrective  action  be  ■ 
monitored  to  ensure  the  deficient  practice 
will  not  reoccur? 

As  is  company  practice,  random 
quarterly  chart  audits  will  continue  to 
ensure  compliance  with  completion  of 
plan  of  treatment  and  MD  signature 

within  30  days. 

1.  As  of  2/9/10  there  are  a  total  of  150 
case  managed  cases.  The  agency  will 
perform  100%  audit  of  the  balance  of  the 
current  population  of  case  managed  cases. 


2.  Based  on  tbe  structure  established  by 
the  governing  authority,  audit  results  will 
be  documented  on  the  Branch,  Regional 
and  Corporate  QI  Summary'  Forms. 
Results  will  be  reviewed  by  the  Office 
Administrator  and  Director  of  Clinical 
Services.  Findings  will  be  reported  at  the 
Branch;  Regional  and  governing 
authority  Corporate  Ql  Committee 
meetings  and  reflected  in  the  minutes. 
The  VP  of  Operations,  Office 
Administrator  and  Director  of  Clinica^ 
Services,  based  on  the  findings  will 
determine  if  the  system  is  effective  and 
make  any  revisions  as  necessary. 


I.  Corrective  action  for  those  patients 
found  to  be  affected  by  the  deficient 
practice: 

Case  managed  patients  assigned  to  same 
FNS  were  affected  by  this  deficient 
practice. 
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services. 

This  Regulation  is  not  met  as  evidenced  by: 
Based  on  record  reviews  and  staff  interviews,  the 
agency  failed  to  document  nursing. assessments. 
This  was  evident. for  two  (2)  of  six  (6)  patient  care 
records  reviewed  (Patients  #1  and  3), 

Failure  to  document  nursing  assessments  places 
patients  at  risk  for  receiving  poor  quality  of  care. 

The  findings  are: 

1)  Patient  #1  has  diagnoses  which  include: 
Non-Insulin  Dependent  Diabetes  Mellitus, 
Depression;  Hyperiipidemia  and  Osteoporosis. 

The  "Physician  Plan  of  Treatment"  dated  "12/5/08 
to  6/5/09"  documents  nursing  visits  "every  30  to 
90  days".  The  "Physician  Plan  of  Treatment" 
dated  "6/6/09  to  12/6/09"  documents  nursing 
visits  every  60  to  90  days".  . 

There  is  no  documented  evidence  of  nursing 
assessments  completed  30,  60  or  90-days  . 
between  nursing  assessments  "5/29/09"  and 
"1 1/9/09". 

2)  Patient  #3  has  diagnoses  which  include: 
Insulin  Dependent  Diabetes  Meliitus,. 
Hypertension,  Legal  Blindness  and  Right  Below 
the  Knee  Amputation. 

The  "Physician  Plan  of  Treatment"  dated  "4/6/09 
to  10/6/09"  documents  nursing  visits  "every  60  to 
90  days' . 

There  is  no  documented  evidence  of  a  nursing 
assessment  done  60  or  90  days  between  nursing 
assessments  dated  "6/29/09"  and  "10/5/09"  for 
Patient  #3.  ^ 
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1.  Patient's  #1  &  #3,  Initial  assessments 
were  completed.  Both  assessments  were  . 
removed  in  error  when  chart  was  divided. 
They  have  now  been  filed  correctly  in 
clinical  record. 

2.  FNS  for  patient's  #1  &  #3  from  the 
period  of  6/6/09-12/6/09  has  been 
terminated  from  the  agency  and  is 
unavailable  to  provide  documentation. 

II.  Identification  of  other  patients  having 
the  potential  to  be  affected  by  the 
deficiency  and  what  corrective  action  will 
,  be  taken: 

All  case  managed  cases  have  the  potential 
to  be  affected  by  this  deficient  practice. 

1.  As  of  2/09/10,  there  are  a  total  of  150 
case  managed  cases.  The  agency  will 
perform  100%  audit  of  the  balance  of  the 
current  population  of  case  managed  cases. 

2.  All  case  managed  cases  assigned  to 
terminated  FNS  were  reassigned  at  that 
time  and  visits  are  being  done  every  60 
days  as  per  agency  policy. 

Ill:  Measures  that  will  be  put  in  place  to 
ensure  that  the  deficient  practice  will  not 
reoccur: 

1.  The  agency  will  perform  100%  audit  of 
the  balance  of  the  current  population  of 
case  managed  cases. 

2.  The  Regional  Director  of  Patient 
Services  will  be  responsible  for  overseeing 
the  audit  process  and  then  the  Office 
Administrator  moving  forward. 

IV.  How  will  the  corrective  action  be 
monitored  to  ensure  the  deficient  practice 
will  not  reoccur? 
As  is  company  practice,  random 
quarterly  chart  audits  will  continue  to 
ensure  compliance  with  visit  frequency 
—  and  submission  of  documentation. 
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On  February  9,  2010  at  3:  50  PM,  the  Director  of 
Patient  Services  and  the'Regionai  Vice  President 
of  Operations  were  interviewed  and  did  not 
provide  an  explanation. 

766.6(a)(6)  Patient  care  record 

766.6  Patient  care  record. 

(a)  The  agency  shall  maintain  a  confidential 
record  for  each  patient  admitted  to  care  to 
include: 

(6)  supervisory  reports  of  the  registered 
professional  nurse,  licensed  practical  nurse  or  the 
therapist,  if  applicable,  of  the  home  health  aide  or 
personal  care  aide. 

This  Regulation  is  not  met  as  evidenced  by: 
Based  on  record  reviews  and  staff  interviews,  the 
agency  failed  to  include  aide  supervisory  reports 
in  patient  care  records.  This  was  evident  for 
three  (3)  of  six  (6)  patient  care  records  reviewed 
(Patients  #1,  3  and  6). 

Failure  to  include  supervisory  aide  reports  places 
patients  at  risk  for  receiving  unsafe  and  poor  care 
from  potentially  unqualified  employees. 

The  findings  are: 

1)  The  patient  care  records  for  Patients  #1  and  3 
lack  documented  evidence  of  aide  supervisory 
reports. 

2)  Trie  patient  care  record  for  Patient  #6 
documents  one  (1)  aide  supervision  report 

On  February  9,  2010  at  3:  50  PM,  the  Director  of 
Patient  Services  and  the  Regional  Vice  President 
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1.  As  of  2/9/10  there  are  a  total  of  150 
case  managed  cases.  The  agency  will 
perform  100%  audit  of  the  balance  of  the 
current  population  of  case  managed  cases. 

2.  Based  on  the  structure  established  by 
the  governing  authority,  audit  results  will 
be  documented  on  the  Branch,  Regional 
and  Corporate  Ql  Summary  Forms. 
Results  will  be  reviewed  by  the  Office 
Administrator  and  Director  of  Clinical 
Services.  Findings  will  be  reported  at  the 
Branch,  Regional  and  governing 
authority  Corporate  Ql  Committee 
meetings  and  reflected  in  the  minutes. 
The  VP  of  Operations,  Office 
Administrator  and  Director  of  Clinical 
Services,  based  on  the  findings  will 
determine  if  tbe  system  is  effective  and 
make  any  revisions  as  necessary. 


I.  Corrective  action  for  those  patients 
found  to  be  affected  by  the  deficient 
practice: 

FNS  was. re-educated  on  agency  policy  1 
regarding  HHA  supervisory 
documentation  on  every  visit. 

II.  Identification  of  other  patients  having 
the  potential  to  be  affected  by  tbe 
deficiency  and  what  corrective  action  will 
be  taken: 

All  case  managed  patients  have  the 
potential  to  be  affected  by  this  deficient  ■ 
practice. 
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of  Operations  were,  interviewed  and  did  not 
provide  an  explanation. 

During  the  exit  interview  on  February  9,  2010,  the 
Vice  President  of  Operations  stated:  "All  our 

aides  are  not  supervised  on  each  case  we 

keep  the  supervision  reports  in  the  aide's  record." 

766.9(e)  Governing  authority 

Section  766.9  Governing  authority. 

The  governing  authority  or  operator,  as  defined  in 
Part  700  of  this  Title,  of  a  licensed  home  care 
services  agency  shall: 
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(e)  make  available  to  the  public  information 
concerning  the  services  which  it  offers,  the 
geographic  area  in  which  these  services  are 
made,  available,  the  charges  for  the  various  types 
of  service  and  the  payrrient  mechanisms  which 
may  be. available  for  such  services. 
This  Regulation  is  not  met  as  evidenced  by: 
Based  on  record  review  and  staff  interview,  the 
agency  did  not  provide  the  public  correct 
information  about  the  available  services  and 
correct  agency  contact  information.  This  was 
evident  for  the  agency  admission  packet. 

Failure  to  to  provide  the  public  with  correct 
information  places  patients  at  risk  for  receiving: 
poor  care  as  a  result  of  receiving  unauthorized 
care  arid  not  being  able  to  contact  the  agency. 

The  findings  are: 

1)  The  agency  brochure  found  in  the  admission 
packet  documents  the  agency  provides: 
"Certified  Nursing  Assistants,. Hospice  Programs 
and  Hospice  Care". 
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1.  Tbe  agency  will  perform  100%  audit  of 
the  balance  of  the  current  population  of 
case  managed  cases. 

The  Regional  Director  of  Patient  Services 
will  be  responsible  for  overseeing  the 
audit  process  and  then  the  Office 
Administrator  moving  forward.. 

III.  Measures  that  will  be  put  in  place  to 
ensure  that  the  deficient  practice  will  riot 
reoccur: 

1.  The  agency  will  perform  100%  audit  of 
the  balance  of  the  current  population  of 
case  managed  cases. 

2.  FNS's  were  re-educated  on  agency 
policy  and  documentation  regarding 
HHA  supervision: 

3.  As  is  company  practice  all  new  RN's 
will  continue  to  be  oriented  to  the  policy 
regarding  documentation  of  HHA 
supervision. 

IV.  How  will  the  corrective  action  be 
monitored  to  ensure  the  deficient  practice 
will  not  reoccur? 

As  is  company  practice,  random 
quarterly  chart  audits  will  continue  to 
ensure  compliance  with  documentation  of 
HHA  supervisory  visits. 

1.  The  agency  will  perform  100%  audit 
of  the  balance  of  tbe  current  population 
of  case  managed  cases. 

2.  Based  on  the  structure  established  by 
the  governing  authority,  audit  results  will 
be  documented  on  the  Branch,  Regional 
and  Corporate  Ql  Summary  Forms. 
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of  Operations  were  interviewed  and  did  not 
provide  an  explanation. 

During  the  exit  interview  ori  February  9,  2010,  the 
Vice  President  of  Operations  stated:  "All  our 

aides  are  not  supervised  on  each  case.  we 

keep  the  supervision  reports  in'the  aide's  record." 

766.9(e)  Governing  authority 

Section  766.9  Governing  authority. 

The  governing  authority  or  operator,  as  defined  in 
Part  700  of  this  Title,  of  a  licensed  home  care 
services  agency  shall:  . 

(e)  make  available  to  the  public  information 
concerning  the  services  which  it  offers',  the 
geographic  area  in  which  these  services  are 
made  available,  the  charges  for  the  various  types 
of  service  and  the  payrhent  mechanisms  which 
may  be  available  for  such  services. 
This  Regulation  is  not  met  as  evidenced  by: 
Based  on  record  review  and  staff  interview,  the 
agency  did'  not  provide  the  public  correct 
information  about  the  available  services  and 
correct  agency  contact  information.  This  was 
evident  for  the  agency  admission  packet. 

Failure  to  to  provide  the  public  with  correct 
information  places  patients  at  risk  for  receiving 
poor  care  as  a  result  of  receiving  unauthorized 
care  and  not  being  able  to  contact  the  agency. 

The  findings  are: 

1)  The  agency  brochure  found  in  the  admission 
packet  documents  the  agency  provides: 
"Certified  Nursing  Assistants,  Hospice  Programs 
and  Hospice  Care". 
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Results  will  be  reviewed  by  the  Office 
Administrator  and  Director  of  Clinical 
Services.  Findings  will  be  reported  at  the 
Branch,  Regional  and  governing 
authority  Corporate  QI  Committee 
meetings  and  reflected  in  the  minutes. 
The  VP  of  Operations,  Office 
Administrator  and  Director  of  Clinical 
Services,  based  on  the  findings  will 
determine  if  the  system  is  effective  and 
make  any  revisions  as  necessary. 
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of  Operations  were  interviewed  and  did  not 
provide  an  explanation, 

During  the  exit  interview  on  February  9,  2010,  the 
Vice  President  of  Operations  stated:  "Ail  our 

aides  are  not  supervised  on  each  case  we 

keep  the  supervision  reports  in  the  aide's  record." 

756.9(e)  Governing  authority 

Section  766.9  Governing  authority. 

The  governing  authority  or  operator,  as  defined  in 
Part  700  of  this  Title,  of  a  licensed  home  care 
services  agency  shall.  y 
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(e)  make  available  to  the  public  information 
concerning  the  services  which  it  offers,  the 
geographic  area  in  which  these  services  are 
made: available,  the  charges  for  the  various  types 
of  service  and  the  payment  mechanisms  which 
may  be  available  for  such  services. 
This  Regulation  is  not  met  as  evidenced  by: 
Based  on  record  review  and  staff  interview,  the 
agency  did  not  provide  the  public  correct 
information  about  the  available  services  and 
correct  agency  contact  information.  This  was 
evident  for  the  agency  admission  packet. 

Failure  to  to  provide  the  public  with  correct . 
information  places  patients  at  risk  for  receiving 
poor  care  as  a  result  of  receiving  unauthorized  • 
care  and  not  being  able  to  contact  the  agency. 

The  findings  are: 

1)  The  agency  brochure  found  in  the  admission 
packet  documents  the  agency  provides: 
"Certified  Nursing  Assistants,  Hospice  Programs 
and  Hospice  Care". 
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CROSS-REFERENCED  TO  THE  APPROPRIATE 
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I.  Corrective  action  for  those  patients 
found  to  be  affected  by  the  deficient 
practice: 

1.  Brochures  issued  by  agency  in 
admission  package  are  in  the  process  of 
being  revised. 

2.  While  agency  brochure  is  under 
revision,  all  patients  well  be  issued  an 
interim  form  explaining  services  provided 
at  branch. 

3.  Admission  packages  will  be  corrected 
with  labels  reflecting  branch  address  and 
telephone  number. 

II.  Identification  of  other  patients  having 
the  potential  to  be  affected  by  the 
deficiency  and  what  corrective  action  will 
be  taken : 

All  case  managed  patients  have  the 
potential  to  be  affected  by  this  deficient 
practice. 

1.  Brochures  issued  by  agency  in 
admission  package  are  in  the  process  of 
being  revised.- 

2.  While  agency  brochure  is  under 
revision,  all  patients  well  be  issued  an 
interim  form  explaining  services  provided 
•  at  branch. 

3.  Admission  packages  will  be  corrected 
with  labels  reflecting  branch  address  and 
telephone  number. 
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Licensed  Home  Care  Service  Agencies  cannot 
hire  Certified  Nursing  Assistants  and  cannot 
provide  Hospice  Programs/Care. 

2)  The  agency  brochure  and  back  cover  of  the 
admission  packet  documents  the  agency's  White 
Plains  address  and  telephone  number.  The 
agency  is  located  in  New  York  City. 

On  February  9,  2010  at  3:50  PM,  the  Director  of 
Patient  Services  and  the  Regional  Vice  President 
of  Operations  was  interviewed  and  did  not 
provide  an  explanation. 

766.9(1)  Governing  authority  ■ 

Section  766.9  Governing  authority. 

The  governing  authority  or  operator,  as  defined  in 
Part-700  of  this  Title,  of  a  licensed  home  care 
services  agency  shall: 


(1}  appoint  a  quality  improvement  committee  to 
establish  and  oversee  standards  of  care.  The 
quality  improvement  committee  shall  consist  of  a 
consumer  and  appropriate  health  professional 
persons  including  a  physician  if  professional, 
health  care  services  are  provided.The  committee 
shall  meet  at  least  four  times  a  year  to: 

(1)  review  policies  pertaining  to  the  delivery  of  the 
health  care  services  provided  by  the  agency  and 
recommend  changes  in  such  policies  to  the 
governing  authority  for  adoption; 

(2)  conduct  a  clinical  record  review  of  the  safety, 
adequacy,  type  and  quality  of  services  provided 
which  includes: 
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DEFICIENCY) 


3.  As  is  agency  practice,  all  employees 
will  be  educated  on  new  brochure  and 
services  provided  at  time  of  issuance- 

IV.  How  will  the  corrective  action  be 
monitored  to  ensure  the  deficient  practice 
will  not  reoccur? 

Based  on  the  structure  established  by  the 
governing  authority,  the  agencies  new 
brochure  will  be  reviewed  at  the 
Branch/Regional  and  Corporate  QI 
quarterly  meetings  and  reflected  in  the 
minutes. 


I.  Corrective  action  for  those  patients 
found  to  be  affected  by  the  deficient 
practice: 

There  were  no  patient's  found  to  be 
affected  by  this  regulation. 

II.  Identification  of  other  patients  having 
the  potential  to  be  affected  by  the 
deficiency  and  what  corrective  action  will 
be  taken: 

1.  In  the  QI  meeting  minutes  of  3/26/08,  it 
was  identified  by  the  new  VP  of  Clinical 
Services  that  a  Consumer  Representative 
was  required. 

2.  A  Consumer  representative  was 
appointed  in  2008  and  remains  active  on 
the  committee. 
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(i)  random  selection  of  records  of  patients 
currently  receiving  services  and  patients 
discharged  from  the  agency  within  the  past  three 
months;  and 

(ii)  all  cases  with  identified  patient  complaints  as 
specified  in  subdivision  (j)  of  this  section; 

(3)  prepare  and  submit  a  written  summary  of 
review  findings  to  the -governing  authority  for 
necessary  action;  and 

(4)  assist  the  agency  in  maintaining  liaison  with 
other  health  care  providers  in  the  community. 
This  Regulation  is  not  met  as  evidenced  by: 
Based  on  record  reviews  and  staff  interview,  the 
Governing  Authority  failed  to  ensure  the  Quality 
Improvement  (Ql)  Committee  performs  the 
required  functions.  -  This  was  evident  for  the 
agency  Quality  Improvement  Committee  meeting 
minutes. 

Failure  to  ensure  the  Quality  Improvement 
Committee  performs  the  required  functions 
places  patients  at  risk  for  receiving  poor  quality 
services,  unsafe  and  inadequate  care. 

The  findings  are: 

The  Ql  meetings  dated"3/26/08"  and  "6/21/07" 
lack  documented  evidence  of  consumer 
attendance.  • 

During  the  exit  interview  on  February  9,  2010,  the 
Vice  President  of  Regional  Operations  was 
interviewed  and  did  not  provide  an  explanation. 

766.1 1(a)  Personnel 
766.11  Personnel. 
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It!  Measures  that  will  be  put  in  place  to 
ensure  that  the  deficient  practice  will  not 
reoccur: 

1.  The  Ql  Committee  structure  will 
continue  to  meet  quarterly  and  minutes 
will  reflect  attendees. 

2.  The  VP  of  Clinical  Services  will 
continue  to  monitor  that  all  required 
attendees  are  active  participants  and  in 
the  event  that  committee  members 
terminate  membership,  the  alternates  will 
be  acquired. 

IV.  How  will  the  corrective  action  be 
monitored  to  ensure. the  deficient  practice 
will  not  reoccur? 

Based  on  the  structure  established  by  the 
governing  authority,  the  committee 
structure  will  remain  in  effect  at  the 
branch,  regional,  regional  and  corporate 
level  with  quarterly  meetings. 
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The  governing  authority  or  operator  shall  ensure 
for  all  health  care  personnel: 

(a)  the  development  and  implementation  of 
written  personnel  policies  and  procedures,  which 
are  reviewed  at  least  annually  and  revised  as 
necessary. 

This  Regulation  is  not  met  as  evidenced  by: 
Based  on  record  reviews  and  staff  interview,  the 
agency  did  not  review  and  revise  personnel 
policies  and  procedures.  This  was  evident  for  the 
agency  policy  and  procedure  manual. 

Failure  to  review  and  revise  personnel  policies 
and  procedures  places  patients  at  risk  for 
receiving  poor  quality  of  care  that  is  not  according 
to  current  regulations. 

The  findings  are: 

1 )  There  is  no  documented  evidence  of  a  Home 
Care  Registry  Policy  and  Procedure. 

2)  The  agency  "Complaint/Grievance  Process"  - 
lacks  documented  evidence  of  theiDepartment  of 
Health  telephone  number  and  address  for 
complaints. 

On  February  9,  2010  at  3:  50  PM,  the  Director  of 
Patient  Services  and  the  Regional  Vice  President 
of  Operations  were  interviewed  and  did  not 
provide  an  explanation. 

766.11(g)  Personnel 
766.11  Personnel. 

The  governing  authority  or  operator  shall  ensure 
for  all  health  care  personnel: 
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I.  Corrective  action  for  those  patients 
found  to  be  affected  by  the  deficient 
practice: 

1.  The  Home  Care  Registry  was 
implemented  on  9/25/09  as  per  SDOH 
regulation. 

2.  The  policy  and  procedure  has  been 
written  to  reflect  that  process. 

3.  The  "Patient  Bill  of  Right"  includes 
"  the  SDOH  Telephone  #. 

4.  The  "Complaint/Occurrence"  form  in 
the  admission  package  is  blank  until 
admission  and  completed  by  FNS  in  the 
client's  home. 

II.  Identification  of  other  patients  having 
the  potential  to  be  affected  by  the 
deficiency  and  what  corrective  action  will 
be  taken". 

All  case  managed  cases  have  the  potential 
to  be  affected  by  tbis  deficient  practice. 

1.  All  agency  staff  will  be  educated  on  the 
agency  policy  and  SDOH  regulation 
regarding  the  Home  Care  Registry. 

2.  The  agency  will  perform  100%  audit 
of  the  all  new  trainee's  to  ensure 
adherence  to  agency  policy  and  procedure 
and  SDOH  regulations. 

3.  The  Office  Administrator  and  Director 
of  Clinical  Services  will  oversee  the 
auditing  process.  t 

III.  Measures  that  will  be  put  in  place  to 
ensure  that  the  deficient  practice  will  not 
reoccur: 

All  patients  are  affected  by  this  deficient 
practice. 
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The  governing  authority  or  operator  shall  ensure 
for  all  health  care  personnel: 

(a)  the  development  and  implementation  of 
written  personnel  policies  and  procedures,  which 
are  reviewed  at  least  annually  and  revised  as 
necessary. 

This  Regulation  is  not  met  as  evidenced  by: 
Based  on  record  reviews  and  staff  interview,  the 
agency  did  not  review  and  revise  personnel 
policies  and  procedures.  This  was  evident  for  the 
-agency  policy  and  procedure  manual. 

Failure  to  review  and  revise  personnel  policies 
and  procedures  places  patients  at  risk  for 
receiving  poor  quality  of  care  that  is  not  according 
to  current  regulations. 

The  findings  are: 

1 )  There  is  no  documented  evidence  of  a  Home 
Care  Registry  Policy  and  Procedure. 

2)  The  agency  "Complaint/Grievance  Process" 
lacks  documented  evidence  of  the  Department  of 
Health  telephone  number  and  address  for 
complaints.  ■ 

On  February  9,  2010  at. 3:  50  PM,  the  Director  of  . 
Patient  Services  and  the  Regional  Vice  President 
of  Operations  were  interviewed  and  did' not 
provide  an  explanation. 

766.11(g)  Personnel 
766.11  Personnel. 

The  governing  authority  or  operator  shall  ensure 
for  all  health  care  personnel; 
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1.  AH  agency  staff  will  be  educated  on  the 
agency  policy  and  SDOH  regulation 
regarding  the  Home  Care  Registry. 

2.  The  agency  will  perform  100%  audit 
of  the  all  new  trainee's  to  ensure 
adherence  to  agency  policy  and  procedure 
and  SDOHH  regulations. 

TV.  How  will  the  corrective  action  be 
monitored  to  ensure  the  deficient  practice 
will  not  reoccur? 

1.  The  agency  will  perform  100%  audit 
of  the  all  new  trainee's  to  ensure 

adherence  to  agency  policy  and  procedure 
and  SDOH  regulations. 

2.  Based  on  the  structure  established  by 
the  governing  authority,  audit  results  will 
be  documented  on  the  Branch,  Regional 
and  Corporate  QI  Summary  Forms. 
Results  will  be  reviewed  by  the  Office 
Administrator  and  Director  of  Clinical 
Services.  Findings  will  be  reported  at  the 
Branch,  Regional  and  governing 
authority  Corporate  QI  Committee 
meetings  and  reflected  in  the  minutes. 
The  VP  of  Operations,  Office 
Administrator  and  Director  of  Clinical 
Services,  based  on  the  findings  will 
determine  if  the  system  is  effective  and 
make  any  revisions  as  necessary. 
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(g)  that  personnel  records  include  verifications  of 
employment  history  and  qualifications  for  the 
duties  assigned  and,  as  appropriate,  signed  and 
dated  applications  for  employment;  records  of 
professional  licenses  and  registrations;  records  of 
physical  examinations  and  health  status 
■assessments;  performance  evaluations;  dates  of 
employment,  resignations,  dismissals,  and  other 
pertinent  data  provided  that  all  documentation 
and  information" pertaining  to  an  employee's  ■ 
medical  condition  or  health  status,  including  such 
records  of  physical  examinations  and  health 
status  assessment  shall  be  maintained  separate 
and  apart  from  the  non-medical  personnel  record 
information  and  shall  be  afforded  the  same 
confidential  treatment  given. patient  medical 
records  under  section  766.6  of  this  Part. 
This  Regulation  is  not  met  as  evidenced  by: 
Based  on  record  reviews  and  staff  interview,  the 
agency  did  not  maintain  complete  personnel 
records  for  employees..  This  was  evident  for  five 
{5)(of  seven  (7)  personnel  records  reviewed 
(Employees  #1 ,  2,  4,  6  and  7  ). 

Failure  to  maintain  complete  personnel  records  . 
for  employees  places  patients  at  risk  for  receiving 
poor  quality  of  care  from  potentially  unqualified 
personnel. 

The  findings  are: 

1)  Employee  #1  is  a  Home  Health  Aide  hired  by 
the  agency  on  "7/24/08".  • 

There  is  no  documented  evidence  of  Criminal 
History  Record  Check  (CHRC)  weekly 
supervision  from  "7/24/08"  until  the  CHRC. results 
returned  "8/29/08". 


H1338 


I.  Corrective  action  for  those  patients 
found  to  be  affected  by  the  deficient 
practice: 

1.  Employee  #1  -  Employee  did  not  begin 
work  until  7/31/08,  Phone  call  made 
8/1/08.  Only  one  call  Was  made  because 
the  employee  did  not  work  again  until 
9/8/08.  The  CHRC  was  returned  on 
8/29/08.  ,  ' 

2.  Employee  #2  -  work,  reference  verified 
2/10/10. 

3.  Employee  #4  -  work  reference  verified 
2/10/10.  90-day  evaluation  was  done 
11/28/08;  Administrative  evaluation  was 
done  3/23/09. 

4.  The  agency  maintains  personnel 
records  for  Clinical  Field  Admin,  staff  in 
corporate  office.  Personnel  records  are 
available  upon  request. 

5.  Employee  #6-  Health  Assessments  for 
2007  &  2008,  Drug  screen  2007,  Hepatitis 
B  declination,  Rubeola/Rubella  2008, 
Annual  TB  questionnaire  2008,  HIV 
confidentiality  1/6/99.  RN  orientation 

6.  Employee  #7  -  verified  references, 
Annual  Health  Assessment  2007,  TB 
Questionnaire  2007,  2008,  2009, 
Rubeola/Rubella  2008.  Drug  screen  2007, 
Annual  Mandatories  2007,  and  HIV 
Confidentiality  2007  ■ 

II.  Identification  of  other  patients. having 
the  potential  to  be  affected  by  the 

deficiency  and  what  corrective  action  will 
be  taken: 

All  patients  have  the  potential  to  be 
affected  by  this  deficient  practice. 
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2)  Employee  #2  is  a  Home  Health  Aide  hired  by 
the  agency  on  "12/26/08".     ■■  ' 

The  personnel  record  documents  evidence  of 
previous  work  experience.  There  is  no  1 
documented  evidence  of  references  from 
previous  employers.. 

3)  Employee  #4  is  Home  Health  Aide  hired  by 
the  agency  on  "9/3/08". 

The  personnel  record  documents  evidence  of 
previous  work  experience.  There  is  no 
documented  evidence  of  references  from 
previous  employers. 

There  is  no  documented  evidence  of  an  annual  ' 
evaluation  from  the  time  of  hire  "9/3/08  to 
10/3/09". 

4)  The  agency  does  not  maintain  complete 
personnel  records  of  the  Registered  Nurses 
(Employees  #  6  and  7)  on-site.  The  complete 
personnel  records  for  are  kept  at  the  agency's 
corporate  office. 

5)  Employee  #6  is  a  Registered  Nurse  hired  by 
the  agency  on  "12/1/07".  .  „ 

The  personnel  record  provided  did  not  include  the 
following  information:  verified  references;  annual 
health  assessment  for  the  years  2007  and  2008; 
annual  Mantoux/PPD  testing  results;  orientation 
to  policy  and  procedures  and  emergency  disaster 
plan;  and  annua!  HIV  Confidentiality  and 
Universal  Precautions  training. 

6)  Employee  #7  is  a  Registered  Nurse  hired  by 
the  agency  on  "2/23/04". 

The  personnel  record  did  not  include  the  following 
information:  annual  health  assessments  for  the 
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1.  As  is  agency  practice,  quarterly  audits 
will  be  done  on  10%  of  employee  records: 

2.  The  audit  process  will  be  completed  by 
tb e  Compiian ce  Coordinator  and 
overseen  by  the  Office  Administrator. 

3.  Audit  results  will  be  reported  at  the 
Branch,  Regional  and  Corporate  QI 
Committee  meetings. 


III.  Measures  that  will  be  put  in  place.to 
ensure  that  the  deficient  practice  will  not 
reoccur: 

1.  As  is  agency  practice,  quarterly  audits 
will  be  done  on  10%  of  employee  records. 

2.  The  audit  process  will  be  completed  by 
the  Compliance  Coordinator  and 
overseen  by  the  Office  Administrator. 

3.  Audit  results  will  be  reported  at  the 
Branch,  Regional  and  Corporate  Ql 
Committee  meetings. 


IV.  How  will  the  corrective  action  be 
monitored  to  ensure  the  deficient  practice 
will  not  reoccur? 

1.  As  is  company  practice,  random 
monthly  chart  audits  will  continue  to 
ensure  compliance  with  this  regulation. 

2.  Audits  will  be  conducted  by  the 
compliance  coordinator  and  overseen  by 
the  Office  Administrator. 
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years  2007  and  2008;  and  annual  HIV 
Confidentiality  and  Universal  Precautions  training 
for  the  years  2007  and  2008. 

On  February  9,  2010  at 4:20  PM,  the  Regional' 
Vice  President  of  Operations  and  the  Human 
Resources  Supervisor  were  interviewed- and  did 
not  provide  an  explanation  for  Employees  #1.2 
and  4.  The  Regional  Vice  President  of 
Operations  stated  for  Employees  #6  and  7:  "l  am 
sure  all  of  these  are  at  the  corporate  office  and 
can  be,scanned  to  us." 
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3.  Based  on  the  structure  established  by 
tbe  governing  authority,  audit  results  will 
be  documented  on  tbe  Branch,  Regional 
and  Corporate  Ql  Summary  Forms. 
Results  will  be  reviewed  by  tbe  Office 
Administrator  and  Director  of  Clinical 
Services.  Findings  will  be  reported  at  tbe 
Branch,  Regional  and  governing 
authority  Corporate  Ql  Committee 
meetings  and  reflected  in  the  minutes. 
The  VP  of  Operations,  Office 
-Administrator  and  Director  of  Clinical 
Services,  based  on  the  findings  will 
determine  if  the  system  is  effective  and 
make  any  revisions  as  necessary. 


(X5) 
COMPLETE 
DATE 


10 


SRX111 


If  continuation  sheet  16of1B 


MfiR-26-1996    18: SB 


New  York  State  Department  of  Health 


P.  85/13 
FORM.  APPROVED 


STATEMENT  OF  DgFiCiatCIES 

ANn  PLAN  OF  CORRECTION 


pet)  PROVlDERiSUPPUEWUA 
tDfiNTIFtCATION  NUMBER: 


LCD9080 


liAME  OF  PRavtDSfi  OR  SUPPLIER 

ALL;  METRO  HEALTH  CARE  -  PORT  JEFFERSC 


STREET  AppRESS,  CITY.  STATE.  ZIP  CODE 
1010  ROUTE  112 

PORT  JEFFERSON  STATI,  MY  11776 


(X4)  !C 
PHETft 
TAG 


SUMMARY  STATEMEftT  OF  'DEFICIENCIES 
(EACH  DEFICIENCY  MUST  SB  PRECEDED  BY  FULL. 
REGULA IOKY  ORLSC  IDENTIFYING  WFORMOT10N) 


H  oou  initial  Comments  ,-- 

'  A  Re-Lieensure  Survey  was  conducted  3t  All 
.  Metro  Health  Care  on  March  31  and  April  1 . 
2010. 

:  Seven  (7)  patient  care  rerords  were  rewaipsd 
;  and  i^ntified,a5:Patierits#1 -#7. 

Two  (2)  home  visits  were  made  to  Patients  #1 
;  arid  #7. 

t  Nine  (£>}  personnel  records  were  reviewed' rand 
!  irJentitied  as  Employees  #1  ~  #9- 

The  agency's  Complaint  Log,  Quality 
Improvement  meeting  minutes,'  the  Hearth 
:  Provider  Network  Policy  and  Proceefurer  the 

■  Criminal  History  Record  Check  Policy  and  .. 
Procedure,  Ori-C^ll  Policy  and  Procedure,  the 

■  Emergency  Preparedness  Plan  and  the  Statistical 
.  Reports  were  reviewed. 

H  222  766. 1 (a){8)  Patient  rights " 

:  Section  766.1  Patient  rights. 

(a)  The  governing  authority  shall  establish  written 
policies  regarding  the  rights  of  Hie  patient  and 
sha)|  ensure  the  development  of  procedures 
impiewiwitirig  suet*  fioiicies.  These  rights,  policies 
:'  and  pror^dures  shall  afford  sach  patient  the  riohi 
to:  '  "  . 

;  (8)  voice  complaints  and  recommend  changes  jn 

[  policies  and  services  to  agancy  staff,  the  New 
York  State  Deparin  tent  of  Health  or  sny  outside 
rBpresentatfve  of  the  patient's  choice.  The 

.  expression  of  such  complaints  by  the  patient  or 
his/her  designee  sfiaif  be  free  from  interference, 

.  coercion,  discrimination  or  reprieg!. 


floe  it  Neajffiffiysteins  MBnanemenl  /  ptjee  of  Lone  TerirTCare  , 
!     Versf*  NVSH/1  7f30£i8~~ "  Sk> 


(Mi  Do lb 
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:  This  Rsgutation  Is  not  met  as  wvittenced  by: 

j  Based  an  observation  .record  review  and  staff 
interview,  the  Governing  Authority  (GA)  failed  to 
provid*  the  patient  with  correct  New  York  Slate 
Department  of  Heaith  (NYS  DOH)  teiepnons 

,  number  to  ensure  the  psttente'  rgiht  ts  voice. 
.    ■  pstisrit  csmpteirfts  wtd  (BociTTfnsrtd  change*  in 

I  policies  to  the  agsncy  staff.  This  wss  evident  fn 
two  (2)  of  two  {2)  home  wiste.  (Patents  #1  and 

m 

Pailum  to  provide  each  patient      the  correct 
NYS  DOH  tetephcno  number  plocss  the  patients 
at  risk  tor  net  abfe  to  exerciss  aB  thasr  rights. 

:  The  findings  are: 

T)  The  Parent  Rights  and  ResponsibilHiea  in  the 
Admission  Package,  revised  &708  under  "22" 
'j  documents  the  use  of  a  toe  free  ftamns  Wtephrwe 
!  nisnber.  the  hours  of  operation,  in  order  to  obtain 
information  about  hgtne  heaith  agendas. 

Tfee  "Toll-free  Telephone  Number"  is  handwritten 
as  "1  800  220  -  7184"  and  in  addition  the  agency 
provides  an  incorrect  New  RochoJto  tefephon* 
numbers,  which  was  also  hartrfwrilt&i  as  "(914) 
'  654 -7121,  7122,  7131",  for  lodging  patient 
cojnpteints. 

The  1  -  S00  220  -  7164.  numbs  tartan  dialed  has 
i  &  recording  which  states-  nwdbome  to  AT  &  T. 

21  A  noma  visit  vras  made  to  Pa8ent#t  on 
3f31/1  Q.  The  patient  Binder  etoervad  in  lha  hems 
lacks  Patient  Rights  and  RwpormilJJiiilB*  with  the 
KYSDOH  telephone  numbarto  register 

complaints. 

Oaring  the  visit,  the  Director  at  CHmcal  Services 
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766.1(a)(3)  Patient  Rights 

It  is  Ail  Metro  Health  Care's  policy  that  all  patients 
receive  the  Patients'  Rights  and  Resporjsibititiss  et  the 
itart  of  care,  to  include  me  NYS  DOH  Comp!air¥fioti!n8 
#.  The  branch  had  the  wrong  telephone  number  of 
"seme  of  the  forms.  The  correct  number  (212^17-5888) 
has  been  obtained  and  a  stamp  will  be__piirchased  so 
that  each  form  can  be  stamped  with  thejHoflin'el*.  A 
new  Bill  of  Rights  has  been  sent  to  alUcurrentcatients 
with  a  cover  tetter  explaining  the  nswJiotBne\number. 
Any  old  copies  with  the  incorrect  number  will  be 
discarded  and  field  nurses  will  be  instructed  to  discard 
any  incorrect  copies  they  may  have. 
Admission  packets  shall  be  reviewed  during  routine, 
biannual  internal  audits  conducted  by  the  Office  of  the 
VP  of  Patient  Services.  Compliance  is  to  oe  maintained 
at  90% 

Responsible  individual  -  DCS  and  VP  of  Patient 
Services  — 1 
Comoletkin  Date  -  May  31, 2010  I 
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(DCS)  wfitti  tfifcfmsd  of  ths  traJiftgS.  utB  DCS 
siESsti  Nsa  wij!  previa  Sfte  psfetS  vas;  ^sihsr 
copy". 

3)  A  home  vwtwse  msae is  rgfeffi^f  grs 
I  irai!!^S5  fits  Ps&tfrt  Rights  end  R$spang!£iifi!p§ 

ths  NYSQQK  to lodge  e  essr^rTt. 

On  4fTW1S,  tte  DCS  wm  Msfrrisd  erf  its  sura? 
r  fiaaings:  the  DCS  sisSed  1  feuftd  ths  eeg£  a?  the 
PsSsnt  Rights  sswl  RsspsftslfeOitias  v&ti  gts- 
<»ffE&  NY3DGK  fessphona  rmffibW*. 

. '  '  ! 

H4S3  7^.S(^!  psanofcafe 

766.3  Plan  csr-2. 

Ths  governing  aufoarRy  car  OfrtoraSsr  enowc 

,  l&)  ths  pten  ef  case  fa  rewsa^  aari  rewtascS  3S  i 
'  frequwS«  gn.  rseegsssy  to  refect  the  changing 

cars  needs  of  the  psosjii  but  tm  Ss&s  fewjueHHy 

tfian  every  six  months; 

ft)  each  rewgw  sfiSli  es  daaimssfcKs  In  5hs 

£2)  agancy  professssrei  parsennaf  steH  prEstwSiy 
ater*  she.  patient's  euBtortes^  p^ggfeiss;  esg 
other  gffesis^  esifc  pravidsr©  to  slgnttle®?t 
chaAgas  in  ihp  paSenft;  candjSon  tfiai  infikste  e 
'  rsscd  to  Bitsr  She  plsrt  cere. 
Thle  R^jutetion  is  m>t  nwt  as  effrfenDad  b/. 
i  BesfeS  on  reefflxj  feiriew  arid  ^af?  Ini^rvtew.  ife 
agsncy  feSsi  ts  ena&ifs  &art  ths  PS»b  ef  Care 
were  re^ssi  as  nssdsd  in  tws  (2}  sf  £3«rs  (?) 


Office  ef  Ksa£fi  Srrtcna 
STATE  TO«f 


f  nas»-  erf  Losrg"  Yojto  Cae 
VereSoivHVS  Hrt7if3EB 
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■I 

It  Is  Ag  f^etrn  HsBfth  Csrs's  poftey  nsl  eEt  sefvica  cn^Jefs 
oSiier  than  24  hour  mugE-soves*  oxisfa  fee  writfen  «1a>  an 
accepteSife  rsnge  of  hours/days  o?  service,  vaSi^sted  fay 
tii»  Wrsen  a  shift  Is  uftcs^sred,  the  pefer^&s%  ^ 
to  be  ncrtifed  and  a  nolS  is  to  bs  Weafer.  in  *s  PraHsel&l 
s^tersi  e^jfeEftirig  Sie  gap  m  ssrvks.  tf  a 
recurring  evsnS:,  R^O  is  ks  be  noSfuctt  snd'  tfje 
©de{s}/ntH^(s)  srs  fe  fcc  fS|Jtece<J.  if  coes  nat 
scive  the  pfofefem,  ths  open  hot£sis  are  ta  be  cs-ed  cirf:  fe> 
arjefhar  agency  fer  eove^ga. 

PraHsaith  notes  are  to  be  checked  daily  by  the  DCS  end 
if  siicEi  a  preistem  is  identifisfi,  the  ebove  noted  process 
shall  be  psit  In  place  to  remedy  tltc  situation.  Aide  tim& 
ah^ls  are  verified,  weekly  against  the  ssheduSa  as  part 
of  ffie  payro!!  process,  anrJ  the  PavraH  CooRi'snsiOf  is  to 
iyp.  if^hfeted  that  ggpg  are  !6  be  {immediaieiy  reported  to 
the  Branch  S^Bnsger  and  DCS. 

An  audit  of  all  esse  managed  cases  is  to  be  csmpleietf 
far  the  previous  end  upcoming  month  by  31,  2010. 
So  iderrtiry  coverage  issues  and  mate  necessary 
corrections.  All  associate  staff  are  to  be  reoriented  tb  Alt 
Metro's  policy  leyarding  notifying  the  patiertf/famiiy  of 
open  shihsarai  documenting  sarna  irifrieays^m.^^^ 
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H  409 '  Contnyasl  From  page  3 

pgufiTrt  cere  records  faweweii.  {PaSsrfe  £2.  atf 

Faiure  to  enaws  Brat  ths  Plans  of  Cera  are 
The  findings  are:  ■ 

1 )  Patient  S3  has  admwsien  <teta  nf  Sf1S0&  with 
dlassfKESBB  of  Dementia  D^presaHw&DlSBfdsrend; 
,  HypartsnefeBt 

Tb*  Pferi  of  Csre  ciated  BftSTJS  -  SPIS'IQ 

:  The  psSsftt  csfs  rcooRiiiaeufTrerfsthgion 
tG/OsVSS.  Efts  nurse,  ofctemsd  a  tefephese  ontere 
i  to  inotaasHs  PCA  sejvice  to  A-  8  hours/day  x  5-  7 


-  The  pt^  cas®  fessa  ariSrtQ  -srcsno  tesss 
j  ttocumentatoi  to  raSacte  foscreaBB  In  PCA  hears 
and  days  of  eervice- 

The  "Aide  Duty  ShBBts/Emplcjreffl  Tima  Siteste" 
continued  fo  document  tha*  the  peffiantwas 
r&csfcing  PCA  service  from  2.5  hours  a  day  to  8.5 

with  e  dtasneets    Atet«5lntsf'&  OisaasB. 

ThaPton  of  Care  dated  7/22/09  -  TV22/ia  Wi 
1/22rtC-T/22ftC<^rn5rt»afi  eSSffbfPCA  f 
far  bath  visit 


Th«pBt^<XTO(oaird*jctiiTi*ffiSstJiattjn 
'  BJ3lrt)S.  Smj  nuise  obteinsd  a  tefephoRB  orders  to 


ensvscEKS  Hi¥i  or  catffteer=o* 


COtiPtElfc 


-+- 


Otta  d  hfealih  Syatoraa  issnagerMnr/  CJCftoe  of  Lots  Titrm  d»ia.- 


H^S  Continued  

A  memo  is  to  be  sent  to  sJi  nursing  supervisors  to  remind 
therrs  of  She  requirement  for  th&rn  to  check  gig  side  cere 
plan  against  the  time  sheet  to  assure  that  the  aides  are 
addressing  sf!  nsqtHements  on  the  care  pterv  and  thsi 
tftey  are  not  daessTientmg  caro  that  s  not  on  the  care 
plan.  Add'rfeoriaSty  they  will  be  sem  a  co}x^  of  tiie  ]ob 
description  for  a  HHA  end  g  PCA  for  5?er  rcfferencs 
where  oompletmg  Aide  Care  Plans.  If  the  csre  of  the 
patient  calls  for  tasks  above  tbs  fetfsf  cf  ths  service 
authorized,  the  office  wiii  be  notified  imenediateijf  so  that 
^  discussion  can  he  had  with  ths  patient  srtcf  femiiy 
reganlir^  how  to  meet  the  patient's  needs  white 
adhering  So  regulatory  recsuiremersts. 
M  HHA's  wtB  be  sent  a  copy  of  She  KHA  and  PCA  Job 
Descrtptjcn  with  a  reminder  that  they  must  fcfew  the 
PCA  Job  Desertion  whan  workirtg  on  a  PCA  iave!  case. 
Ml  Ce^e  managed  fites  sre  to  he  reviewed  by  the;  DCS  to 
assure  that  POC's  are  congruent  wttft  Med  Profiles  and 
6Sed  Adrnsn  Records.  Nursing  and  aide  notes  are  to  be 
reviewed  weekfy  to  assure  that  they  are  compliaRt  with 
MD  orders.  Any  variances  am  to  be  addressed  and 
cotrec^d  immediately  and  uncieatVincompleie  osu'efs 
are  to  be  ciarilted  wiUi  the  MD  and  rewritten  aceordingcy. 
All  rrtfidicatfcoris  aia  to  be  reviewed  by  an  RK  during 
receffeffcatkKi  visits,  with  PQC's/fViedtcatiQn  Prcf3es 
i^idatsd  as  needed. 

Ordeifs  fcr  Sreatments  and  DME  are  to  be  deariy  written 
indicating  frequency  snd  arty  other  psrtmBnt  dslasis.  !f 
the  aide  s  to  be  appivifig  bracss  or  afiy  atfter  device, 
he/she  is  ta  be  Ersfned  fcr  do  so  by  an  RN.  the  trairtaig 
shsS  be  documented,  and  the  procedure  is  to  be  ctearty 
ouSmed  on  the  Aids  Care  Pian.  tf  a  HHA  ss  to  perform 
eserctses  '*ritert  by  a  Therapist  a  copy  of  these 
exercises  shal!  he  In  She  pstfsnfs  chart  end  en  older  for 
same  shall  be  vsEdsted  by  sn  feftrj. 

!   l 
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H 406i  Continued  From  p^e  4 

change  PCA  aerrae  bath  writ  1-2  x  vroafc 

Tha  Pisnof  Care  dated  1)22*10  -7G2/tatecis 
.  documerits&fi  is  reftscte  charts  in  PCA  wsrvta. 

The  "Aids  Duty  SfteetsfEmpfcyes  Tirrts  Shssts" 
j  weeks  dated  i/03/iO,  trtOftO,  tr17/10, 1£W10. 

2/a7rto,  2rt*yia  2/zwo.  3/07/10,  3/«wa-w«f 
weefcof  321/10  eontnueti  to  dacamenf  tfiat  the 
patent  was  rscssvtne  PCA  sa?vfc»  2  x  week  for 
bsift. 

During  an  ifKsrvfev  with  tha  Director  of  GWniest 
SeJVtoss  (CKSyon  3/31/1Q  Kt£30 PM  andsssss 
given  er»  opportunity  to  provrtte  on  capt&nation. 
On  4fai/i0.  frefX^  cortfimratf  flat  tiiaPtana  srf 
Cora  were  net  revised  to  resfteci  ths  cft&ftgss. 

Section  76a.  g  Gfeysmisig  authority. 

Ths  governing  sutnsitty  or  operars-.  as  defined  in 
■  Part  7og  of  tWs  Tito,  of  a  fasnsed  home  cars 
;  cervices  agency  ahalF: 


(g)  empioy  or  eeraraet  for  s  sufficient  number  be 
staff  to  coorf&rtsta,  dsnetz  and  dafltver  services  to 
.  patients  accepted  for       in  accojrfancg  wrih 
|  Bfwat'Ung  atentfcstia  csf  pmfcmlanat  pntdjoa. 
i  This  Regulation  fenDtmst^sewJdansjsdby. 
Bsa^  on  racofdmviawaral      interview,  ttie 
agency  fsite*  to  empeay  or  contract  for  twfftdent. 
fitaff  to  ensure  tia  delivtwy  of  Msftcaf :  Sodaf 
Work  £  MSWi  This,  was  ewttent  for  B»  agency's 
Keener. 

Failure  to  empJoy  or  contract  steft  to  ptwicfa  the 
fi«nrfcas  tm  ins  tra^jaa  p(a£»  ftva  pefiohts  at  n?k 
fornothavmgsod^aeAfeanaBtfjimet.  


K408  Continued.., 

Alt  field  staffs  including  nurses,  are  to  be  sent  s  memo 
reminding  aiem  that  ttusy  must  notify  the  office 
immediately  of  any  changes  in  ttie  psiienfs  status, 
treatment  protocol  or  medications  so  tfiat  the  orders  and 
cafe  plans  may  be  updated  acccwtifngSy  and  the  changes 
noted  in  PsaHeatttr.  (nterirn  Orders  are  to  be  tracked  on 
the  PhysEdaas'  Ordef  Log  along  wrik  ait  other  &!D 
orrjars.  Nursing  Supervisors  are  to  review  the  home 
chart  for  all  skilled  eases  during  each  visit  to  determine 
that  the  ESAR's  and  freater*SErfs  records  are  compliant 
wftfr  orders. 

If  a  parent  is  administering  a  medication;  tbfe  sh^l  be 
indtcated  on  tfife  MAR  so  thst  aK  doses  are  accounted 
for. 

Tnis  shall  be  rRsratosed  during  routine,  biannua*  inismgj 
audits  conducted  by  the  Office  of  the  VP  of  Patreni 
Services,  GcrapijaTO»sto{5e  mafrrtainecf  st9Q%. 
Responsihle  in£&i3us!  -  DCS  ss?d  VP  of  Pstlsst 
Services 

Compta«reR  Bate  -  ftfoy  31, 2@t8 

i^r\C  -+o    cx:^  on  ^%o/k 
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(wjo  SUa&Wf!/  STATEMENT  O?  KFjCtRJCSiS  |:  ID 


ThefinsJirtgw:. 

The  agency  license  included  MSW  8*  »  sarwce 
th*  agency  cfid  ixtt  ptovisiea  contract  far  MSW 

On*0-yiDr  tfre  ESradoTHtf  CCriiisaJSKvfces 
(DCSJ  wss  IntBivigiAcd  ami  stated  that  ttie 
Bgaftey  36ssb  mtf  have  a  eaaffeefcie  po&ficte  MSW 
e«v1«*s  end'lh*  pcrcon  who  gsnektss  ffia. 
contrac*  is  en  vacstiofl  ths  wesfe" 


Section  7B6.S  Governing  authority.-  — 

'  The gavwn'mg authoriiy or opiaratrrr.  aft  dHfifled  in 
PartTeSeftftJsTiua,  of  3  bcsnscd  horae  care 
serrteesEseragr  shall 

(])  ensure  Sie  devet&pmest  ami  impSsmfiEttstiari 
of  a  parent  compter*  procedure  to  Include: 

(1)  dccum«ntat3crt  of  receipt,  Investigation  and 
.  ■  nt&siutiof*  Of  janyeomplah'it,  faeiy  tfi«&  ait 
nuunssrsanee    seiBnptebtffea  tefeajin&tte 
dates  of  neeeipi  ansf  resolution  of  afl  ears? plaints-, 
recerwed&sftiia  agency 

(2^  nsvj&»  of  each  complaJnt  wrtti  fl  wrtCSrt 
response  6e  eli  wrician  oontp^nts  and  to  orai 
j  eoropttinJsi  if  requested  by  She  i/u&rtdusis  making 

antfitedwiaons  rendered  KftiaS)  btftfeaasncy 
f  wiihin  15  days  of  receipt  of  suflft  comistisr^  end 


office  of  H»ltti :  SyJtsna  M«nag»rt»Rl  ( Office  cf  Leraj  Term  Csns 
STATE  CDKM  VwstonMYS 


Tms^g}  GovemlKg  Authority 

During  file  last  OOH  survey  fa  Pari  Jefferson,  this  issue 
came  up  and  a  leiier  was  sent  to  DGK  on;  S/2G/06 
(Exhibit  A)  requesting  removal  of  fv?SVV  from  the  Hesnss. 
The  ieSer  was  not  follow;  Lsp  when  an  afrsensSed  ficense 
was.  not;  receivedl  The  VP  of  Patient  Seivross  spofce  S& 
Mikhail  Parte  at  DOfct  in  NYC  en  Aprit  8r  2&W  and  sent 
hinrr  a  copy  of  ouf  previous  written  request  He  lias 
assumed  us  trsst  he  wilt  forward  this  request  to  Albany  for 
processing,  As  soon  as  the  amended  license  is 
received,  it  wilS  be  posted  in  t&e  Port  Jefferson  branch 
with  the  outdated  license  be!hg  retatm?  to  DOH. 
Compliance,  mm  what  is  stated  or?  tM  sgencf  Seense 
wift  be  mraitoted  during  roytine,  internal  biannual  audits. 
Compliance  is  to  b@  masntsineci  at  100%. 
Responsive  mdi^Eduai  -  DCS  aitst  VP  of  Pat&nt 

CofiipSetbri  Dale  -  Aprtf  9F  2010 
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Hi 020  coflbrtuatfFfBsn  pageS 

[iij advising  the  oompiaiFiaFrt  otttia  rtuhtto  appeal 
tft&outcpme  of the  egencys  complaint 
inveatigaiirav  and  the  appeal  procedure  to  be 
failowQd; 

(3)  ea  appeals  procew  wslti  rew©a»  &j>  a  member 
or  ujimriates  tha  gavetn'mg  authority  wKrtfrt  30 
days  of  receipt  of  toe  appeal;  aad 

(4)  rw^calkjnla  thfioaficrrtorhiscrher 
(jetfgnea  that  if  me  patient  is  not  satisfied  by  th* 

■  ^ertcjf"s  response,  tT*3  patient  may  oomptain  to 
the  Department  of  Health's  Office  of  Heafiti 
Syaterns  Management 
Thfs  Regulator  ianot  met  as  evidenced  by. 
Bssed  on  teoorci  review  and  staff  interview,  the 
Gcwemingi  Authority  tQAJ  feted  to  ensure  that  the 
agency dsysfop  a  cempl^  complaint  procedure 
which  ihdutJes  the  patfefTfo to  an  apssesi; 
txocesswimmmirty  (3fl}d«y9  0f  reooplafSie 
appear.  ThSa  was  swaftm  tbr  the  agertc/s 
Atfrniastan  Packet 

Failure  to  develop  n  wampfete  compfaEnt 
procedure:  that  tnelu&s  tiie  patisrtfB  rigfrt  to  sri 
.  appeal  places  sli  parents  at  fiefs  far  not  rights 
met, 

Tbefinsifngisc 

to  the  patterns  ttv  tha  agency*  Adrnisstort  Pactet 
lacks  documerrtesiton  toss the sgencyvifiiti  notify 
the  patfarits  in  writing of  018  paSsnte'  fight toon 
,  appeals  process  which  includes  a  rewtow  by  a 
'  member  c^tre  ageric/s  Gc^afr^  Authority 
;  (GA).  within  thirty.  t30i  cteya  of  receipt  of  Ifrw: 
appeal 

The  finding*  was  reviewed  wtn  the  agency's 
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76©.9(ft  Governing  Authority 
All  Metro  Health  Care's  Patient  Bill  of  Rights 
(Exhibit  B)  was  updated  in  2008  to  include 
accurate  verbiage  regarding;  the  appeals 
process  currently  proscribed  in  the  Patient's, 
BiH  of  Rights- 

AH  admission  packets  shall  be  reviewed  to 
assure  that  the  correct  document  is  being 
used.  Field  Nurse  Supervisors  will  be 
instructed  to  discard  any  forms  thst  pre-date 
the  current  iteration,  and  at!  current  patients  will 
be  sent  a  new  Bill  of  Rights  with  a  cover  letter 
explaining  their  rights  as  outlined  in  item  #23, 
with  instruction  to  call  the  office  if  additional 
clarification  is  needed.  Compliance  vM  be 
monitored  during,  routine:  interna*  audits, 
conducted  biannually. 
Compliance  is  to  be  maintained  at  90%. 
Responsible  individual  -  DCS  and  VP  of 
Patient  Services 
Completion  Date  -  Kay  31 , 261© 
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Htazo  Corrttrtuecf  From  paga7 

Director  of  CHrrieai  Services  (DCS)  Ort  3/3l/tG 
and       given  an  opportunrty  to  provide  an 
eitplamlion.  0n4/Cl/1D,  ttefXIS  cofMirmedtrte 
aurvay  SruiingisanddWnot  ptavidaan 

i 

mo3fi  76&.9{ft  Governing  authority 

'  Sector*  763.9  Gowsmifig  tttrthortt/. 

The  governing  authority  or  operator,  as  defined  in 
Part  700  of  thfe  Kite,  of  aficanssd home esra 
services  agency  shall: 


(jv  anoint  a  quality  improvement  oommlttBO  to 
OEtahferi  an<J  cverses  stsrxJanla  of  cars.  The. 
qua%  improvemBmc^rnttia*  shall  conast of a 
consumer  end  appropriate  health  professional 
person  ioctudlr^  a  pr^^ 
fiealiEr  CfiJ"»servfc*s  ate  provided  The  committee 

■  sftaii  meet  at  least  four  times  a  year  to: 

i  (D  review  policies  pertaining  toths  ctetivery  of  tft» 
rieatth  care  sBrvtees  provklad  bytha  agency  ami 
recommeMchaFtawfnsucnfseiSdes  tothe 
ga\remingausrw^fojr  adoption: 

(2)  conduct  a  clwricaf  record  review  of  trie  safely, 
adequacy^  type  ami.  auality  of  servtcwe  frovfcfed 
wtiich  irtcSttfea: 

random  tKtectlan  of  records  of  paiiarits 

■  current  reftih^servicea  enrJ  i^Jtents 
discharged from  the agency  within  tha  past  thre* 
months;  end 

1  (iiralltm^  wtthWentiF^p^totojrnplaintsa^ 
3pecrrjedin$ubdjvteJw(j}o*thiss*c^ 


,   (3}  prepare  and sybrnitg  wnttan aimsary  of 

STATE  FORM  Version  IWS  UftTraaa 
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766.9JI)  Governing  Authority 
It  is  Ail  Metro  Health  Care's  policy  that  aft  Q.I. 
Meetings  be  attended  by  a  consumer  who  is 
neither  art  owner  nor  employee  of  the  Agency 
(Exhibit  C).    The  branch  lost  their  consumer 
and   was   having   difficulty   replacing  that 
individuar.    They  have  now  secured  a  new 
consumer,  the  DCS  has  been  reoriented  to  the 
requirement  for  committee  members  to  attend 
all  meetings  and  that  no  more  than  one  may  be 
missed  in  any  year  by  a  given  member. 
Compliance  witt  be  monitored  during  routine, 
interna!  biannual  audits. 
Compliance  is  to  be  maintained  at  100%. 
Responsible  individual  -  DCS  and  VP  of 
Patient  Services 

Completion  Date  -  April  26,  2G10 
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;  review  findings  to  the  governing  auttiority  for 
necessary  action;  and  . 

(4)  assist  the  agency  in  maintaining  liaison  with 

other  health  care  providers  in  the  community. 

This  Regulation  is  not  met  as  evidenced  by:  ' 
f  Based  on  record  reviews  arid  staff  interview,  tfte 
■  Governing  Authority  {GA)  faiied'to  ensure  that 

Quality  improvement  {Ql}  meetings  are  attended 
\  by  the  required  members.  This  was  evident  in 
j  two  (2)  out  of  five  {5)  of  the  agency's  Oi  meeting 
j  minutes  for  year  2009. 


Failure  to  ensure  that  the  Ql  committee  ie 
j  attended  by  the  requlrad  members  places  all 
j  patients  at  risk  for  poor  quality  care. 

The  finding  is: 

The  Ql  committee  meeting  minutes  dated  3/20/QS 
:  arid. a/21/09  lack  documentation  of  consumer 
■  attendance. 

On  3/31/10  st  2:30  PM,  survey  findings  were 
discussed  with  the  agency's  Director  of  Clinical 
Services  (DCS).  The  DCS  stated  thet  "we  were 
having  a  problem  with  getting  the  Consumer  to 
'  attend  aH  the  meetings,  but  we  have  secured  a 
permanent  Consumer  new." 
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STATE  OF  NEW  YORK 

DEPARTMENT  OF  HEALTH 


Metropolitan  Area  Regional  Office  90  Church  Street,-  New  York,  ^^^^  ctyne.  Jr. 

Richard  F.  Dairies  M.D.  Executive  Deputy  Commissioner 

Commissioner  -  -  . 


April  12,2010 


Premier  Home  Health  Care  Services,  Inc. 

Attn:  Donna  Duggan,  RN 

Director  of  Clinical  Services 

80-02  Kew  Gardens  Road,  Suite  600 

Kew  Gardens,  NY  11.415 


Re:  Response  to  Plan  of  Correction 
License:  1086L006 
Survey  Date:  02/04/2010 


Dear  Ms.  Duggan:  ,  - 

Please  be  advised  that  the  Plan  of  Correction  relating  to  the  recent  Re-licensure  Survey  of 
your  agency  have  been  reviewed  by  this  office. 

All  items  were  found  to  be  acceptable  and  it  is  expected  that  you  will 

within  the  time  frames  that  were  submitted..  A  post  approval  review  will  be  conducted  to 

verify  the  correction  of  deficiencies. 

If  you  haye  any  questions  regarding  this  matter,  please,  call  our  office  at  (212)  427-4921. 
Sincerely, 

V- 


Cheryl  Phoenix-Tannis,  RN,  MSN,  CS 
Regional  Program  Director 

Bureau  of  Home  Health  Care  and  Hospices  Services 
Metropolitan  Area  Regional  Offices 


/jt 


March  26, 2010  ~  ' 

Cheryl  Phoenix-Tannis,  RN,  MSN,  CS 
Program  Manager 

Home  Health  and  Hospices  Services 
Metropolitan  Area  Regional  Office 

90  Church  Street 

New  York,  New  York  10007 

RE:  Premier  Home  Health  Care  Services,  Inc.  -  Kew  Gardens 

License:  1086L006 

Survey  Date:  February  4,  2010 

Dear  Ms.  Phoenix-Tannis, 

Attached,  please  find  our  plan  of  correction  with  the  supporting  documentation  for  the 
survey  conducted  on  the  above  date. 

The  person  responsible  for  overseeing  the  plan  of  correction  will  be  Catherine  Zhan, 
Regional  Vice  President. 

If  you  have  any  questions,  please  feel  free  to  contact  me  at  914  467-5567. 


Sincerely, 


Donna  Duggan,  RN 
Director  of  Clinical  Services 
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H-000  Initial  Comments 

A  re-licensure  survey  was  conducted  at  Premier 
Home  Health  Care  Services,  Inc.  (Kew  Gardens) 
on  February  4,  2010. 


Nine  (9)  personnel  records  were  reviewed  and 
are  identified  as  Employee  #1  to  #9. 

Six  (6)  patient  care  records  were  reviewed  and 
are  identified  as  Patient  #1  to  #6. 

The  Policy  and  Procedure  Manual,  Complaint  Log 
and  Quality  Improvement  meeting  minutes  were 
reviewed. 


H  514  766.4(d)  Medical  orders 
766.4  Medical  orders. 


(d)  Medical  orders  shall  reference  all  diagnoses, 
medications,  treatments,  prognoses,  and  other  . 
pertinent  patient  information  relevant  to  the 
agency  plan  of  care;  and 

(1)  shall  be  authenticated  by  an  authorized 
practitioner  within  thirty  (30)  days  after  admission 
to  the  agency;  and 

(2)  when  changes  in  the  patient's  medical  orders 
are  indicated,  orders,  including  telephone  orders, 
shall  be  authenticated  by  the  authorized 
practitioner  within  thirty  (30)  days. 

This  Regulation  is  not  met  as  evidenced  by: 
Based  on  record  reviews  and  staff  interview,  the 
agency,  failed  to  maintain  complete  medical 
orders  and. to  ensure  medical  orders  are  signed 
within  30  days  by  an  authorized  practitioner.  This 
was  evident  for  four  (4)  of  six  (6)'  patient  care 
records  reviewed  (Patients  #1,23  and  4). 
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Failure  to  maintain  complete  medical  orders  and 
to  ensure  medical  orders  are  signed  within  30 
days  by  an  authorized  practitioner  places  patients 
at  risk  for  unsafe  and  unauthorized  care. 


The  findings  are: 

1)  Patient  #1  has  diagnoses  of:  Multiple 
Sclerosis,  Hypertension,  History  of  Seizure 
Disorder,  and  Depression. 

The  medical  order  initiated  on  "02/06/1 0  to 
08/06/10"  for  Patient  #1  documents  a  history  of 
seizures.  The  medical  order  does  not  document 
seizure  precautions. 

The  medical  order  initiated  on  "02/06/1 0  to 
08/06/10"  includes  an  attached  medication 
sheet.  The  attached  medication  sheet  lacks 
documented  evidence  of  physician  signature  and 
physician  sign  date. 

The  medical  order  initiated  on  "  08/06/09  to  ■ 
02/06/10 "  lacks  documented  evidence  of 
mental  status. 

The  medical  order  initiated' on  "  08/06/09  to 
02/06/10  "  lacks  documented  evidence  of  seizure 
precautions. 

The  medical  order  initiated  on  "  02/06/09  to 
08/06/09  "  documents  the  physician  sign  date  as 
"05/26/09". 

The  medical,  order  initiated  on  "  02/06/09  to 
08/06/09  "  for  Patient  #1  lacks  a  diagnosis  of 
Multiple  sclerosis. 

The  medical  order  Initiated  on  "  02/06/09  to 
08/06/09  "  includes  an  attached  medication 


H  514 


I.  Corrective  action  for  those  patients 
found  to  be  affected  by  the  deficient 
practice: 

Patient  #1  -  FNS  was  re-educated  on 
completion  of  POT  including  accurate 
diagnoses,  medications  to  match  diagnosis 
and  safety  precautions  related  to  diagnosis. 
FNS  was  re-educated  on  POT  requiring  MD 
signature  within  30  days  and  that  both  pages 
of  POT  need  to  be  signed  and  dated  by  MD. 

•  Medical  order  2/6/10-8/6/10  has 
an  attached  medication  sheet  that 
does  have  the  MD  signature  but 
the  MD  did  not  sign. 

.     Medical  order  of  8/6/09- 2/6/10 

does  indicate  mental  status. 
.     Medical  order  of  2/6/09-8/6/09 
does  indicate  a  diagnosis  of 
Multiple  Sclerosis. 
■   .     Medical  order  of  2/6/09-8/6/09 

does  contain  an  MD  signature,  but 
the  MD  did  not  date  the  order . 
Addendum  to  POT  sent  to  MD  to  correct 
this  deficiency. 

Patient  #2  -  FNS  was  re-educated  on  POT 
requiring  MD  signature  within  30  days  and 
that  both  pages  of  POT  need  to  be  signed 
and  dated  by  MD  including  medication 
continuation  sheet. 

•  Medical  order  of  1/5/10-6/22/10 
has  an  attached  medication  sheet 
that  contains  MD  signature,  but 
MD  did  not  date. 

•  Medical  order  of  7/5/09- 1/5/10 
includes  an  attached  medication 
sheet  that  contains  the  MD  . 
signature,  but  MD  did  not  date. 
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sheet.  The  attached  medication  sheet  lacks 
documented  evidence  of  physician  signature  and 
physician  sign  date. 

The  medical  order  initiated  "  08/06/08  to . 
02/06/09  "  documents  the  physician  sign  date  as 
"09/16/08"  . 

The  medical  order  initiated  "  08/06/08  to 
02/06/09  "  lacks  documented  evidence  of ' 
diagnoses  for  all  medications. 

The  medical  order  initiated  "  02/06/08  to 
08/06/08  "  lacks  documented  evidence  of 
physician  signature  and  physician  sign  date. 

The  medical  order  initiated  "  02/06/08  to 
08/06/08  "  documents  an  addendum  with  a  ' 
physician  sign  date  of  "  06/03/08 

2)  Patient  #2  has  diagnoses  of;  Rheumatoid 
Arthritis  and  Chronic  Obstructive  Pulmonary 
Disease.  ; 

The  medical  order  initiated  on  "  01/05/10  to 
06/2210 "  includes  an  attached  medication  . 
sheet.  The  attached  medication  sheet  lacks  - 
documented  evidence  of  physician  signature  and 
physician  sign  date. 

The  medical  order  initiated  "  07/05/09  to 
01/05/10  "  documents  the  physician  sign  date  as  . 
"  08/12/09 

The  medical  order  initiated  "  07/05/09  to 
01/05/10"  includes  an  attached  medication  - 
sheet.  The  attached  medication  sheet  lacks 
documented  evidence  of  physician  signature  and 
physician  sign  date. 
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PROVIDER'S  PLAN  OF  CORRECTION 
'  (EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


Patient  #3  -  FNS  was  re-educated  on  POT 
orders  matching  the  HHA  POC. 
HHA  POC  revised  to  accurately  reflect  the 
hours  that  the  patient  is  receiving. 
Patient  #4  -  Medical  order  of  1  /4/1 0  - 
7/4/10  documents  renal  diet  and  DC  plan  is 
checked  off  as  none  at  this  time,  long  term 
care  expected. 

II.  Identification  of  other  patients  having 
the  potential  to  be  affected  by  the 
deficiency  and  what  corrective  action  will 
betaken: 

1 .  All  case  managed  patients  have  the 
potential  to  be  affected  by  this  deficient 
practice. 

2.  The  agency  will. perform  100%  audit  of 
the  balance  of  the  current  population  of  case 
managed  cases  to  assess  for  similar  , 
problems  in  this  branch  location. 

III.  Measures  that  will  be  put  in  place  to 
ensure  that  the  deficient  practice  will  not 
reoccur: 

1 .  For  the  above  project  audit  the  Regional 
Director  of  Patient  Services  will  be 
responsible  for  overseeing  the  audit  process 
and  then  the  Office  Administrator  moving 
forward. 

2.  FNS' s  re-educated  on  completion  of  POT 
inclusive  of  diagnosis,  medications,  safety 
measures  and  obtaining  MD  signature 
within  30  days  of  order. 

3.  FNS's  re-educated  on'accuracy  of  orders 
being  reflected  on  HHA  POC. 

IV.  How  will  the  corrective  action  be 
monitored  to  ensure  the  deficient  practice 
will  not  reoccur? 

As  is  company  practice,  random  quarterly 
chart  audits  will  continue  to  ensure 
compliance  with  completion  of  plan  of 
treatment  and  MD  signature  within  30  days. 
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3)  Patient  #3  has  diagnoses  of:  Hypertension, 
Glaucoma,  and  Hypothyroidism. 

The  medical  order  initiated  on  "  06/01/09  to 
12/01/09 "  documents  "  21  hours  x  5  days  for 
HHA/PCA " .  The  aide  plan  of  care  documents  " 
23  hours  x  5  days 

4)  Patient  #4  has  diagnoses  of:  End  Stage  Renal 
Failure,  Macular  Degeneration,  and  Diabetes. 

The  medical  order  initiated  "01/04/10  to 
07/04/10 "  fails  to  document  patient '  s  diet  and 
discharge  plans. 

On  February  4,  201 0  the  Director  of  Patient 
Services  was  interviewed  and  did  not  provide  an 
explanation. 

766.9(1)  Governing  authority  . 

Section  766.9  Governing' authority.    .  . 

The  governing  authority  or  operator,  as  defined  in 
Part  700  of  this  Title,  of  a  licensed  home  care 
services  agency  shall: 


(I)  appoint  a  quality  improvement  committee  to 
establish  and  oversee  standards  of  care.  The 
quality  improvement  committee  shall  consist  of  a. 
consumer  and  appropriate  health  professional' 
persons  including  a  physician  if  professional 
health  care  services  are  provided.The  committee 
shall  meet  at  least  four  times  a  year  to: 

(1 )  review  policies  pertaining  to  the  delivery  of  the 
health  care  services  provided  by. the  agency  and 
recommend  changes  in  such  policies  to  the 
governing  authority. for  adoption; 
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1 .  The  agency  will  perform  1 00%  audit  of 
the  balance  of  the  current  population  of  case 
managed  cases  in  this  branch  to  ensure 
compliance. 

2.  Based  on  the  structure  established  by 
the  governing  aulhority,  audit  results  will  _ 
continue  to  be  documented  on  the  Branch, 
Regional  and  Corporate  QI  Summary 
Forms.  Results  will  be  reviewed  by  the 
Regional  DPS  and  Director  of  Clinical 
Services.  Findings  will  be  reviewed  with  the 
Office  Administrator  for  resolution  and  . 
reported  at  the  Branch,  Regional  and 
governing  authority  Corporate  QI 
Committee  meetings  and  reflected  in  the  , 
minutes.  The  Regional  DPS,  Office 
Administrator  and  Director  of  Clinical 
Services,  based  on  the  findings  will 
determine  if  the  system  is  effective  and 
make  any  revisions  as  necessary. 


I.  Corrective  action  for  those  patients  j 
found  to  be  affected  by  the  deficient 

practice:  . 

There  were  no  patients  found  to  be  affected 

by  this  regulation. 

Regional  QI  Committee  does  not  require 
that  a  consumer  be  present,  but  rather 
Corporate  QI  require  a  consumer.  The 
minutes  reviewed  by  the  surveyor  after  2007 
and  cited  for  no  consumer  were  as  follows: 
.      11/4/08- Regional  QI 
.      1 2/3/08 -Corporate  2nd Q- 
consumer  is  identified  as  absent 
2/5/09  -  Regional  QI 
.     5/7/09  -  Regional  QI 

•  8/6/09  -  Regional  QI  '  j 

•  11/5/09- Regional  QI    '  -  \ 

•  2009  -  Corporate  QI  minutes  for  I 
I5',  2nd,  3rd,  and  411  Quarters  ■  1 
indentify  consumer  as  Eileen  i 
Unrein.  Consumer  absent  from  3rd  ] 

■  '         Quarter.  1 
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(2)  conduct  a  clinical  record-review  of  the  safety, 
adequacy,  type  and  quality  of  services  provided 
which  includes: 

(i)  random  selection  of  records  of  patients  . 
currently  receiving  services  and  patients 
discharged  from  the  agency  within  the  past.three 
months;;  and  • 

(ii)  'all  cases  with  identified  patient  complaints  as 
specified  in  subdivision  (j)  of  this  section;' . 

(3)  prepare  and  submit  a  written  summary  of 
review  findings  to  the  governing  authority  for 
necessary  action;  and 

(4)  assist  the  agency  in  maintaining  liaison  with 
other'health  care  providers  in  the  community. 
This  Regulation  is  not  met  as  evidenced  by: 
Based  on  record  reviews  and  staff  interview,  the 
Governing  Authority  failed  to  ensure  the  Quality 
Improvement  (Ql)  Committee  performs  the 
required  functions.  This  was  evident  for  the 
agency  Quality  Improvement  Committee  meeting 
minutes.  . 

Failure  to  ensure  the  Quality  Improvement 
Committee  performs  the  required  functions 
places  patients. at  risk  for  receiving  poor  quality 
services,  unsafe  and  inadequate  care.  ' 

The  findings  are: 

The  Ql  meetings  dated  "  01/03/07",  "04/18/07 
"  ,  "05/17/07",  "  09/20/07  "  ,"  "  12/20/07  " 
1 1/04/08  "  ,  "  12/03/08  "  ■,  ."  02/05/09  " ,  " 
05/07/09  " ,  "  08/06/09  ".and  "  11/05/09"  lack  " 
documented  evidence  of  consumer  attendance. 

On  February  4,  2010  the  Director.of  Patient 


H1036 


II.  Identification  of  other  patients  having 
the  potential  to  be  affected  by  the 
deficiency  and  what  corrective  action  will 
be  taken: 

1.  In  the  Ql  meeting  minutes  of  3/26/08,  it  . 
was  identified  by  the  new,  VP  of  Clinical 
Services  that  a  Consumer  Representative 
was  required. 

2.  A  Consumer  representative  was 
appointed  in  2008  and  remains  active  on  the  ■ 
committee. 

3.  VP  of  Clinical  Services  will  continue  to 
monitor  consumer's  attendance  and 
participation  on  the  committee. 

III.  Measures  that  will  be  put  in  place  to 
ensure  that  the  deficient  practice  will  not 
reoccur: 

1 .  The  Ql  Committee  structure  will 
continue  to  meet  quarterly  and  minutes  will 
reflect  attendees. 

2.  The  VP  of  Clinical  Services  will  continue 
to  monitor  that  all  required  attendees  are 
active  participants  and  in  the  event  that 
committee  members  terminate  membership, 
then  alternates  will  be  acquired. 

IV.  How  will  the  corrective  action  be 
monitored  to  ensure  the  deficient  practice 
will  not  reoccur? 

"  Based  on  the  structure  established  by  the 
governing  authority,  the  committee  structure 
will  remain  in  effect  at  the  branch,  regional, 
and  corporate  level  with  quarterly  meetings. 
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Services  was  interviewed  and  did  not  provide  an 
explanation.' 

766. 9(o)  Governing  Authority 
Section  766.9  Governing  authority 

(0)  Health  Provider  Network  Access  and 
Reporting  Requirements.  The  governing  authority' 
or  operator  of  an  agency  shall  obtain  from  the 
Department  '  s  Health  Provider  Network  (HPN), 
HPN  accounts  for  each  agency  that  it  operates 
and  ensure  that  sufficient,  knowledgeable  staff 
will  be  available  to  and  shall  maintain  and  keep 
current  such  accounts..  At  a  minimum,  twenty-four 
hour,  seven-day  a  week  contacts  for  emergency 
communication  and  alerts,  must  be  designated  by 
each  agency  in  the  HPN  Communications 
Directory.  A  policy  defining  the  agency  '  s  HPN 
coverage  consistent  with  the  agency  '  s  hours,  of 
operation  shall  be  created  and  reviewed  by  the 
agency  no  less  than  annually.  Maintenance  of 
each  agency  '  s  HPN  accounts  shall  consist  of,  . 
but  not  be  limited  to,  the  following: 

(1)  sufficient  designation  of  the  agency  '  s  HPN 
coordinator(s)  to  allow  for  HPN  individual  user 
application; 

(2)  designation  by  the  governing  authority  or 
operator  of  an  agency  of  sufficient  staff  users  of 
the  HPN  accounts  to  ensure  rapid  response  to 
requests  for  information  by  the  State  and/or  local 
Department  of  Health; 

(3)  adherence  to  the  requirements  of  the  HPN 
user  contract;  and 

(4)  current  and  complete  updates  of  the 
Communications  Directory  reflecting  changes 
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that  include,  but  are  not  limited  to,  general 
information  and  personnel  role  changes  as  soon 
as  they  occur,  and  at  a  minimum,- on  a  monthly 
basis. 


This  Regulation  is  not  met  as  evidenced  by: 
Based  on  record  review  and  staff  interview,  the 
agency  did  not  maintain  a  complete  and  current 
Health  Provider  Network  (HPN)  Communications 
Directory. 

Failure  to  maintain  a  complete  and  current  HPN 
Communications  Directory  places  patients  at  risk 
for  unsafe  care  during  an  emergent  situation. 

The  findings  are: 

1)  The  "Contact  Information  for  Premier  Home 
Health  Care  Services,  Inc  -  Kew  Gardens"  lacks 
documentation  of  the  names  of  the  contact 
people  for  the  following  roles:  24  by  7  Facility 
Contact,  Office  of  the  Administrator,  Criminal 
History  Record  Check  Authorized  Person  (CHRC 
AP),  Governing  Body  Chairman/President,  • 
Governing  Body  Member. 

On  February  4,  2010  the  Director  of  Patient 
Services  was  interviewed  and  did  not  provide  an 
explanation. 

766.11(g)  Personnel 
766.11  Personnel. 

The  governing  authority  or  operator  shall  ensure 
for  all  health  care  personnel: 


(g)  that  personnel  records  include  verifications  of 
employment  history  and  qualifications  for  the 
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I.  Corrective  action  for  those  patients 
found  to  be  affected  by  the  deficient 
practice: 

There  were  no  patients  found  to  be  affected 
by  this  regulation . 

II.  Identification  of  other  patients  having 
the  potential  to  be  affected  by  the 
deficiency  and  what  corrective  action  will 
betaken: 

1.  The  agency  policy  and  procedure  defines 
the  necessary  roles  within  the  organization 
and  the  function  of  the  HPN  coordinator. 

2.  As  is  agency  practice,  the  policies  and 
procedures  are  reviewed  annually. 

3.  Designated  employees  will  be  assigned  to 
the  role  of:  7/24  Facility  Contact,  Office  of 

the  Administrator,  Criminal  History  Record  i 
Check  authorized  person,  Governing  Body 
Chairman/President,  Governing  Body  ,' 
member. 

III.  Measures  that  will  be  put  in  place  to 
ensure  that  the  deficient  practice  will  not 
reoccur; 

1 .  As  is  agency  practice,  the  policies  and 
procedures  are  reviewed  annually. 

2.  An  audit  of  the  HPN  sy  stem  will  be 
conducted  to  ensure  current  accurate 
information  regarding  role  designation  of 
employees  and  reviewed  as  an  agenda  item 
at  the  quarterly  Corporate  QI  meeting. 

IV.  How  will  the  corrective  action  be 
monitored  to  ensure  the  deficient  practice 
will  not  reoccur? 

This  process  will  be  monitored  and  overseen 
'  by  the  governing  body  and  through  the 
quarterly  QI  process. 
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duties  assigned  and,  as  appropriate,  signed  and 
dated  applications  for  employment;  records- of 
professional  licenses  and.  registrations;  records  of 
physical  examinations  and  health  status 
assessments;  performance  evaluations;  dates  of 
employment,  resignations,  dismissals,  and  other 
pertinent  data  provided  that  all  documentation 
and  information  pertaining  to  an  employee's 
medical  condition  or  health  status,  including  such 
records  of  physical  examinations  and  health 
status  assessment  shall  be  maintained  separate 
and  apart- from  the  non-medical  personnel  record 
information  and  shall  be  afforded  the  same 
confidential  treatment  given  patient  medical 
records  under  section  766.6  of  this  Part. 
This  Regulation  is  not  met  as  evidenced  by: 
Based  on  record  reviews  and  staff  interview,  the 
agency  did  not  maintain  complete  personnel  ■ 
records  for  employees.  .This  was  evident  for  two 
(2)  of  nine  (9)  personnel  records  reviewed 
(Employees  #5  and  6). 

Failure  to  maintain  complete  personnel  records 
for  employees  places  patients  at  risk  for  receiving 
poor  quality  of  care  from  potentially  unqualified 
personnel.  • 

The  findings  are: 

1)  Employee  #5  is  the  Director  of  Patient  Services 
hired  by  the  agency  on  "12/01/07". 

The  personnel  record  lacks  documented 
evidence  of:  Orientation  to  agency  policies  and 
procedure/specific  duties/emergency  disaster 
plan  upon  hire;  2009  Annua!  Performance 
Evaluation;  HIV  Confidentiality  and  Universal 
Precautions  training  upon  hire  and  2008. 

2)  Employee  #5  is  a  Registered  Nurse  hired  by 
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I.  Corrective  action  for  those  patients 
found  to  be  affected  by  the  deficient 
practice: 

There  were  no  patients  found  to  be  affected 
by  the  deficient  practice. 
Employee  #5  -  2009  Annual  performance 
evaluation  completed  as  indicated  by  cover 
page,  bur  actual  evaluation  is  missing. 
HIV  confidentiality  for  2007  was  completed. 
HiV  confidentiality  and  Standard 
Precautions  was  covered  in  an  agency  - 
wide  RN  orientation  held  4/22/09. 


Employee  #6 

HIV  confidentiality  and  Standard 
Precautions  was  covered  in  an  agency  - 
wide  RN  orientation  held  4/22/09. 

•  II.  Identification  of  other  patients  having 
the  potential  to  be  affected  by  the 
deficiency  and  what  corrective  action  will 
betaken: 

All  patients  have  the  potential  to  be  affected 
by  this  deficient  practice. 
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Continued  From  page  8 
the  agency  on  "11/03/08". 

The  personnel  record  lacks  documented 
evidence  of  HIV  Confidentiality  and  Universal 
Precautions  training  upon  hire. 

On  February  4,  201 0  the  Director  of  Patient 
Services  was  interviewed  and  did  not  provide  an 
explanation. 
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PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


1.  As  is  agency  practice,  quarterly  audits 
will  be  done  on  10%  of  employee  records. 

2.  The  audit  process  will  be  completed  by 
the  Compliance  Coordinator  and  overseen 
by  the  Office  Administrator. 

3.  Audit  results  will  be  reported  at  the 
Branch,  Regional  and  Corporate  QI 
Committee  meetings.  ; 

III.  Measures  that  will  be  put  in  place  to 
ensure  that  the  deficient  practice  will  not 
reoccur: 

1 .  As  is  agency  practice,  quarterly  audits 
will  be  done  on  10%  of  employee  records. 

2.  The  audit  process  will  be  completed  by 
the  Compliance  Coordinator  and  overseen 
by  the  Office  Administrator. 

3.  Audit  results  will  be  reported  at  the 
Branch,  Regional  and  Corporate  QI 
Committee  meetings. 

IV.  How  will  the  corrective  action  be 
monitored  to  ensure  the  deficient  practice 
will  not  reoccur? 

1.  As  is  company  practice,  random  monthly 
chart  audits  will  continue  to  ensure  - 
compliance  with  this  regulation. 

2.  Audits  will  be  conducted  by  the 
compliance  coordinator  and  overseen  by  the 
Office  Administrator. 

3.  Based  on  the  structure  established  by  the 
governing  authority,  audit  results  will  be  • 
docurhentcd'on  the  Branch,  Regional  and 
Corporate  QI  Summary  Forms.  Results  will 
be  reviewed  by  the  Office  Administrator  and 
Director  of  Clinical  Services.  Findings  will 
be  reported  at  the  Branch,  Regional  and 
governing  authority  Corporate  QI 
Committee  meetings  and  reflected  in  the 
minutes.  The  Regional  DPS,  Office 
Administrator  and  Director  of  Clinical 
Services,  based  on  the  findings  will 
determine  if  the  system  is  effective  and 
make  any  revisions  as  necessary. 
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402.6(d)  Criminal  History  Record  Check  Process 

Section  402.6  Criminal  History  Record  Check 
Process. 


(d)  A  provider  may  temporarily  approve  a 
prospective  employee  while  the  results  of  the 
criminal  history  record  check  are  pending.  The 
provider  shall  implement  the  supervision     '  -  ■ 
requirements  identified  in  section  402.4  of  this 
Part,  applicable  to  the  provider,  during  the  period 
of  temporary  employment. 

This  Regulation  is  not  met  as  evidenced  by; 
Based  on  record  reviews  and  staff  interview,  the 
agency  did  not  document  weekly  supervision  for 
all  employees  required  to  undergo  a  Criminal  v 
History  Record  Check  (CHRC)  until  the  results 
returned.  This  was  evident  for  three  (3)' of  six  (6) 
Home  Health  Aide  personnel  records  reviewed 
(Employees  #1 ,  2  and  4). 

Failure  to  document  weekly  supervision  while 
awaiting  the  results  of  the  CHRC  places  patients 
at  risk  for  receiving  unsafe  care. 

The  findings  are: 

1)  Employee  #1  is  a  Home  Health  Aide  hired  by 
the  agency  on  "10/28/08".   ■        ■  . 

2)  Employee  #2  is  a  Home  Health  Aide  hired  by 
the  agency  on  "11/17/08". 

3)  Employee  #4  is  a  Home  Health  Aide  hired  by 
the  agency  on  "04/20/07". 

There  is  no  documented  evidence  of  weekly 
supervision  of  Employees  #1,  2  and  4  while 
awaiting  the  results  of  the  criminal  history  record 
check  until  the  CHRC  results  returned. 

On  February  4,  2010  the  Director  of  Patient 
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I.  Corrective  action  for  those  patients 
found  to  be  affected  by  the  deficient 
practice: 

Employee  #1  -  The  employee's  date  of  hire 
was  10/28/08.  The  employee  was 
supervised  1 1  /O8/08  and  the  CHRC  returned 
1 1/9/08.  No  other  provisional's  required. 
Employee  #2  -  The  employee's  date  of  hire 
was  1 1/17/08.  Provisional's  were  completed 
12/1.1/08  and  12/24/08.  CHRC  was  returned 
1/7/09.  No  other  provisional's  required. 
Employee  #4  -  The  employee's  date  of  hire 
was  4/20/07.  The  reason  that  there  are  not 
documented  weekly  supervision's  is  because 
the  employee  did  not  work  consistently. 

II.  Identification  of  other  patients  having 
the  potential  to  be  affected  by  the 
deficiency  and  what  corrective  action  will 
be  taken: 

1 .  As  is  agency  practice,  quarterly  audits 
will  be  done  on  1 0%  of  employee 'records. 

2.  The  audit  process  will  be  completed  by 
the  Compliance  Coordinator  and  overseen 
by  the  Office  Administrator. 

3.  Audit  results  will  be  reported  at  the 
.  Branch.  Regional  and  Corporate  Q! 

Committee  meetings. 

III.  Measures  that  will  be  put  in  place  to  ' 
ensure  that  the  deficient  practice  will  not  . 
reoccur: 

1.  As  is  agency  practice,  quarterly  audits 
will  be  done  on  1 0%  of  employee  records. 

2.  The  audit  process  will  be  completed  by 
the  Compliance  Coordinator  and  overseen 
by  the  Office  Administrator. 

3.  Audit  results  will  be  reported  at  the 
Branch,  Regional  and  Corporate  Ql 
Committee  meetinas. 
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Services  was  interviewed  and  did  not  provide  an 
explanation. 


R  808  402.7(a)(2)(f)  Department  Criminal  History 
Review 

Section  402.7  Department  Criminal  History 
Review. 


(a)  After  reviewing  a  criminal  history  record 
of  an  individual  who  is-subject  to  a  criminal 
history  record  check  pursuant  to  this  Part,  the 
Department  and  the  provider  shall  take  the 
following  actions: 

 (2)  Where  the  criminal  history 

information  of  a  prospective  employee  reveals  a 
felony  conviction  at  any  time  for  a  sex  offense,  a 
felony  conviction  within  the  past  ten  years 
involving  violence,  or  a  conviction  for  " 
endangering. the  welfare  of  an  incompetent  or 
physically  disabled  person  pursuant  to  section 
•260.25  of  the- Penal  Law,  or  where  the  criminal 
history  information  concerning  such  prospective 
employee  reveals  a  conviction  at  anytime  of  any 
class  A  felony,  a  conviction  within  the  past  ten 
years  of  any  class  B  or  C  felony,  any  class  D  or  E 
felony  defined  in  articles  120,  130,  155,  160,  178 
or  220  of  the  Penal  Law  or  any  crime  defined  in 
sections  260.32  or  260.34  of  the  Penal  Law  or 
any  comparable  offense  in  any  other  jurisdiction, 
the  Department  shall  propose  disapproval  of  such 
person  '  s  eligibility  for  employment  unless  the 
Department  determines,  in  its  discretion,  that  the 
prospective  employee  '  s  employment  will  not  in 
any  way  jeopardize  the  health,  safety  or  welfare 
of  patients,  residents  or  clients  of  the  provider.' 
(i)  The  Department  shall  provide  to  the  provider 
and  the  prospective  employee,  in  writing,  a 
summary  of  the  criminal  history  information  along 
with  the  notification  identified. in  this  paragraph. 
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IV.  How  will  the  corrective  action  be 
monitored  to  ensure  the  deficient  practice 
will  not  reoccur? 

1.  As  is  company  practice,  random  monthly 
chart  audits  will  continue  to  ensure 
compliance  with  this  regulation. 

2.  Audits  will  be  conducted  by  the 
compliance  coordinator  and  overseen  by  the 
Office  Administrator. 

■3.  Based  on  the  structure  established  by  the 
governing  authority,  audit  results  will  be 
documented  on  the  Branch,  Regional  and 
Corporate  QI  Summary  Forms.  Results  will 
be  reviewed  by  the  Office  Administrator  and 
Director  of  Clinical  Services.  Findings  will 
be  reported  at  the  Branch,  Regional  and 
governing  authority  Corporate  QI 
Committee  meetings  and  reflected  in  the 
minutes.  The  VP  of  Operations,  Office 
Administrator  and  Director  of  Clinical 
Services,  based  on  the  findings  will 
determine  if  the  system  is  effective  and 
make  any  revisions  as  necessary. 
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Upon  the  provider' s  receipt  from  the  Department 
of  a  notification  of  proposed  disapproval  of 
eligibility  for  employment,  the  provider. shall  not  ■ 
allow  the  prospective  employee  to  provide  direct 
care  or  supervision  to  patients,  residents,  or  ( 
clients  of  such  provider  until'receipt  of  a  final 
determination  of  eligibility  for  employment  from 
the  Department. 


This  Regulation  is  not  met  as  evidenced  by: 
Based  on  record  reviews  and  staff  interview  the 
agency  did  not  document. the  immediate' removal 
of  employees  with  negative  Criminal  History 
Record  Check  (CHRC)  determination  letters  from 
direct  care  or  supervision  to  patients,  residents, 
or  clients.  This  was  evident  for  one  (1)  of  nine  (9) 
personnel  records  reviewed  (Employee  #  8). 

Failure  to  document  the  termination  dates  for  . 
employees  with  negative  CHRC  determination 
letters  places  patients  at  risk  for  receiving  unsafe 
care  from  employees  with  a  criminal  history. 

The  finding  is: 

1)  Employee  #8  '  s  personnel  record  documents 
a  negative  determination  letter  dated  "10/01/09". 
The  employee  record  lacks  documentation  of 
immediate  removal  from  direct  care  of  patients 
upon  agency  receipt  of  the  negative 
determination  letter. 

On  February  4,  2010  the  Director  of  Patient 
Services  was  interviewed  and  did  not  provide  an 
explanation. 

.402.9(b)(2)  Responsibilities  of  Providers; 
Required  Notif 
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There  was  no  deficient  practice  by  the 
agency. 

Employee  #8  -  Although  a  negative 
determination  letter  was  received,  the 
individual  was  never  hired  because  she  did 
not  complete  the  training  class  (specifically, 
her  SPT's  were  not  completed).  She  was 
not  placed  on  any  cases,  since  she  was  never 
hired  or  an  employee. 
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Section  402.9  Responsibilities  of  Providers; 
Required  Notifications. 
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(b)  Notifications.  A  provider  must 
immediately,  but  within  no  later  than  30  calendar 
days  after  the  event,  notify  the  Department,  and 
document  such  notification  occurred,  when:    "  ■ 


(2)  any  employee  who  was  subject  to,  and 
underwent,  a  criminal  history,  record  check  in 
accordance  with  this  Part  is  no  longer  employed 
by  the  provider. 

This  Regulation  is  not  met  as  evidenced  by: 
Based  on  staff  interview,,  the  agency  did  not  have 
documentation  the  New  York  State  Department 
of  Health  is  notified  within  30  calendar  days  of 
when  an  employee  who  underwent  a  Criminal 
History  Record  Check  (CHRC)  is  no  longer 
employed.  This  was  evident  for  two  (2)  of  nine  (9) 
Home  Health  Aide  personnel  records  reviewed 
(Employees  #8  and  9). 

Failure  to  notify  the  Department  of  Health  within 
30  calendar  days  of  when  an  employee  who 
underwent  a  CHRC  is  no  longer  employed  pfaces 
patients  at  risk  for  receiving  unsafe  care. 

The  findings  are:  -r 

Employees  #  8  and  9  underwent  a  CHRC  and  are 
no  longer  employees  of  the  agency. 

There  is  no  documented  evidence  of  when  the 
agency  submitted  the  CHRC  termination  form 
105  through  the  Health  Provider  Network  (HPN). 

On  February  4,  2010  the  Director  of  Patient 
Services  was  interviewed  and  did  not  provide  an 
explanation. 


There  was  no  deficient  practice  by  the 
agency. 

Employees  #8  and  #9  -  these  two 
individuals  were  never  hired  and  therefore 
were  not  employees  of  the  agency. 


I.  Corrective  action  for  those  patients 
found  to  be  affected  by  the  deficient 
practice: 

■There  were  no  patients  affected  by  this 
deficient  practice, 

II.  Identification  of  other  patients  having 
the  potential  to  be  affected  by  the 
deficiency  and  what  corrective  action  will 
be  taken: 

The  agency  policy  and  procedure  has  been 
updated  to  reflect  compliance  with  this 
regulation. 


I© 
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402.9(d)  Responsibilities  of  Providers;  Required 
Notif 

Section  402.9  Responsibilities  of  Providers; 
Required  Notifications. 
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(d)  Policies  and  procedures.  Each  provider 
subject  to  the  provisions  of  this  Part  shall  have  . 
policies  and  procedures  designed  to  implement 
the  provisions  of  this  Part.  Amendment  of  existing 
personnel  policies  and  procedures  to  reflect 
these  new  requirements  is  sufficient  compliance 
with  this  subdivision. 

This  Regulation  is  not  met  as  evidenced  by: 
Based  on  record  review  and  staff  interview,  the 
agency  failed  to  revise  Criminal  History  Record 
Check  (CHRC)  policies  and  procedures. 

Failure  to' revise  Criminal  History. Record  Check 
policies  and  procedures  fails  to  ensure  agency 
employees  are  implementing  the  CHRC 
according  to  regulations. 

The  findings  are: 

The  agency  Criminal  History  Record  Check  policy 
and  procedure  did  not  contain  documented 
evidence  of  the  following:  timeliness  and 
prohibiting  the  charging  of  employees  for  the 
CHRC. 

On  February  4,  2010  the  Director  of  Patient 
Services  was  interviewed  and  did  not  provide  an 
explanation. 
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III,  Measures  that  will  be  put  in  place  to 
ensure  that  the  deficient  practice  will  not 
reoccur: 

As  is  companypractice,  all  policies  and  ' 
procedures  will  be  reviewed  annually  to 
maintain  compliance  with  regulatory 
standards. 

IV.  How  will  the  corrective  action  be 
monitored  to  ensure  the  deficient  practice 
will  not  reoccur? 

As'is  company  practice,  the  process  of 
reviewing  and  updating  agency  policy 
annually  will  be  overseen  by  the  governing 
■authority. 
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STATE  OF  NEW  YORK 

DEPARTMENT  OF  HEALTH 


Metropolitan  Area' Regional  Office  90  Church  Street,  New  York,  NY  10007 
Richard  F.  Daines  M.D.  James  W.  Clyne  Jr. 

Commissioner  '  ■       -  '  Executive  Deputy  Commissioner 


April  15,2010 


All  Metro  Health  Care  -  New  York 
Attn:  Cathy  Kelly,  RN 
Senior  VP  of  Patient  Services 
.80  Broad  Street,  1 4th  Floor 
New  York,  NY  1 0004 


Re:  Response  to  Plan  of  Correction 
License:  1394L006 
Survey  Date:  8/4/2009 


Dear  Ms.  Kelly: 

Please  be  advised  that  the  Plan  of  .Correction  relating  to  the  recent  State  Re-licensure 
Survey  of  your  agency  have  been  reviewed  by  this  office. 

All  items  were  found  to  be  acceptable  and  it  is  expected  that  you  will  implement  this  plan 
within  the  time  frames  that  were  submitted.  A  post  approval  review  will  be  conducted  to 
verify  the  correction  of  deficiencies. 

If.you  have  any  questions  regarding  this  matter,  please  call  our  office  at  (212)  427-4921 . 
Sincerely,  _  ^  r 


Cheryl  Phoenix-Tannis,  RN,  MSN,  CS 
Regional  Program  Director 

Bureau  of  Home  Health  Care  and  Hospices  Services 
Metropolitan  Area  Regional  Offices 

cc:  Susan  Olivet-Conde,  Branch  Manager 
Dave  Middleton,  President/COO 
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provisions  of  subdivision  0)  °f  section  766.9  of 
this  Part.  The  agency  is  alsojesponsible  for 
notifying  the  patient  or  his/her  designee  that  if  the 
patient  is  not  satisfied  by  the  response  the  patient 
may  complain  to  the  Department  of  Health's 
Office  of  Health  Systems  Management. 
This  Regulation  is  not  met  as  evidenced  by: 
Based  on  records  review  and  interview,  the 
agency  failed  to  inform  patients  of  the  complete 
procedure  for  the  agency '  s  response  to 
complaints.  This  was  evident  for  the  agency 
Patient  Rights  and  Responsibilities  "  observed  in 
the  Admission  Packet  and  for  six  (6)  out  of  six  (6) 
patient  care  records  (Patients  #1,  #2,  #3,  #4,  #5, 
#6). 

Failure  to  provide  patients  with  the  correct 
complaint  information  places  patients  at  risk  for 
not  being  able  to  fully  exercise  their  rights  when 
filing  a  complaint. 


The  findings  are: 

The  agency  "  Patient  Rights  and  Responsibilities 
"  observed  in  the  Admission  Packet  documents: 
"  Be  informed  of  the  procedure  of  submitting  a 
written  complaint/grievance  to  All  Metro  Health 
Care.  You  shall  receive' a  prompt  and  reasonable 
response  regarding  the  complaint/  grievance 
within  15  days. 

The  agency:  "...  Patient  Admission  Policy 
Acknowledgement "  documents  that  Patients  #1 
through  #6  received  the  agency  "  Patient  Rights 
and  Responsibilities. " 

There  is  no  documented  evidence  oF  informing 
patients  of  the  right  to  appeal  the  outcome  of  the ' 
agency '  s  investigation  and  the  appeals 
procedure  to  be  followed  by  the  agency. 
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The  Bill  of  Rights  was  updated  during  the  survey 
with  the  amendments  being  acceptable  to  the 
surveyors  (Exhibit  1).    The  amended  document  is 
currently  in  use  and  will  be  distributed  and  explained 
to  all  existing  patients  during  the  next  supervisory 
visit  or  by  mail. 
Verification  of  the  implementation  of  the  updated 
document  will  be  monitored  during  biannual  internal 
audits  by  the  Department  ofPatient  Services 
Responsible   individual   -   Director   of  Clinica 
Services  and  VP  of  Patient  Services 
Completion  date  - 12/1/09 
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On  August  4,  2009  at  11:30am  the  Director  of 
Clinical  Services  (DCS)  was  interviewed  and 
stated:  "  If  the  patient  complains,  then  we  tell 
them  the  procedure  "  and  did  not  provide  further 
explanation. 

766.4(d)  Medical  orders  ■ 
766.4  Medical  orders. 


(d)  Medical  orders  shall  reference  all  diagnoses, 
medications,  treatments,  prognoses,  and.  other 
pertinent  patient  information  relevant  to  the 
agency  plan'of- care;  and 

(1 )  shall  be  authenticated  by  an  authorized 
practitioner  within  thirty  (30)  days  after  admission 
to  the  agency;  and 

(2)  when  changes  in  the  patient's  medical  orders 
are  indicated,  orders,  including  telephone  orders, 
shall  be  authenticated  by  the  authorized 
practitioner  within  thirty  (30)  days. 

This  Regulation  is  not  met  as  evidenced  by: 
Based  on  records  review  and  interview,  the 
agency  failed  to  ensure  that  medical  orders  are 
authenticated  by  an  authorized  practitioner  and 
reference  health  care  needs.  This  was  evident 
for  four  (4)  of  six  (6)  patient  care  records 
reviewed  (Patients  #1,  #2,  #3,  #6). 

Failure  of  the  agency  to  obtain  medical  orders  for 
ail  health  care  needs  places  patients  at  risk  for 
not  having  all  of  their  needs  met. 

The  findings  are: 

1.  Patient #1  -admitted  to  the  agency  on  " 
7/30/08 "  with  diagnoses  which  include  Brain 
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Continued  From  page  3 

Tumor,  Seizure  Disorder,  Left  Hemiparalysis,  and 
Left  Visual  Field  Deficit. 

The  agency  "  Medical  Request  for  Home  Care 
Form  Wi-1 1Q "  dated  "  6/6/07  "  "12/17/08 "  ■ 
documents:  "  Date  of  next  examination:  pending. 
"  There  is  no  documented  .evidence  of  medical 
orders  between  the  dates  "  6/6/08  to  12/17/08.  " 


The  medical  order  dated 
document  medications. 


12/17/08"  does  not 


The  agency  "  Nurse 1  s  Assessment  Visit  Report 
"  dated  "7/18/09."  documents  the  following 
medications:  "  Protonix  40mg  Daily  oral, 
Baclofen  10mg  Daily  Oral,  Carbamezepine 
200mg  Daily  Oral,  Vitamin  D  50,000mg  Daily 
Oral,  Prochlorperazine  10mg  QShrs  as  needed 
oral,  Diphenhydramine  25  mg  Q8hrs  as  needed 
oral,  Butalbuterol/APA/CR  325  -40  rhg  Q6prn, 
Tylenol  #3  oral  Q6  hrs  as  needed,  Zolpidex  1 0mg 
oral  at  bedtime,  Calcium  Carb/  Vit.  D  60/125mg  . 
2x  a  day,  Actonel  35mg  daily,  Docusate  200mg 
oral  3x  a  day,  Senna  one  tab,  Calcium  D-500mg 
daily. " 

There  is  no  documented  evidence  that  the 
medical  orders  were  reviewed  and  subsequently 
revised  to  reflect  the  changes  in  the  patient '  s 
medication  regimen  based  on  these  additional  1 
medications. 

On  August  4,  2009  at  2:14pm,  the  Director  of 
Clinical  Services  (DCS)  stated:  "  They  only  get 
an  M1 1Q  once  a  year,  the  nurse  goes  out  if  there 
'  s  a  change "  and  did  not  provide  further 
explanation. 

2.  Patient  #2  -  admitted  to  the  agency  on  "  1/2/06 
"  has  diagnoses  which  include  Dementia, 
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Hyperlipemia,  Diabetes  NIDDM  Type  2, 
Hypertension. 

The  agency  u  Home  Health  Certification  and  Plan 
of  Care"  dated  "  7/1/2007  to  12/31/2007" 
documents  the  following  medications:  "  Pepcid 
AC  20mg  daily  po,  Omeprazole  20mg  daily  po. " 

The  agency  "  Home  Health  Certification  and  Plan 
of  Care"  dated  "  12/31/2007  to  7/1/2008 "  •"' 
7/1/2008  to  12/31/2008"  "  12/31/2008  to 
7/2/2009  "  documents  the  following  medications: 
"  Pepcid  AC  20mg  daily  po. "  '   s  - 

There  is  no  documented  evidence  of  a  diagnosis 
corresponding  with  the  medications  Pepcid  and 
Omeprazole. 

On  August  4,  2009  at  2:05pm  the  Director  of 
Clinical  Services  (DCS)  was  interviewed  and  did 
not  provide  an  explanation. 

3.  Patient  #3-  admitted  to  the  agency  on  " 
11/18/08 "  has  diagnoses  which  include-Back 
Contusion,  Knee  Replacement  Right  or  Left. " 

The  agency  "■  Home  Health  Certification  and  Plan 
of  Care  "  dated  "  1 1/18/20.08  to  5/21/2009  " 
documents  the  following  medications:  "  Zoloft 
50mg  daily  po,  Prilosec  20mg  daily  po,  Amiloride 
1  tab  PRN  po-  for  edema. " 

The  agency  "  Home  Health  Certification  and 
Plan  of  Care  "  dated  "  5/21/2009  to  11/20/2009" 
documents  the  following  medications:  "  Zoloft 
50mg  daily  po,  Prilosec  20mg  daily  po,  Moduretic 
1  tab  daily  po. " 

The  agency  "  Medication  Profile "  that  is  not 
dated  documents  "  DX:  Fx  Rt  Knee,  Bursitis  Rt 
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Hip,  Spinal  Stenosis,  Congestive  Heart  Failure 

(GHF),  Depression.  " 

There  is  no  documented  evidence  of  a  diagnosis 
corresponding  with  the  medications  Prilosec. 

There  is  no  documented  evidence  of  the  dosage 
for  the  medications  Amiloride,  Moduretic  on  the 
agency  "Home  Health  Certification  and  Plan  of 
Care"  dated  "  11/18/2008  to  5/21/2009''  and  " 
5/21/2009  to  11/20/2009.  " 

On  August  4,  2009  at  2:05pm  the  DCS  and 
Administrator  were  interviewed  arid  did  not 
provide  an  explanation. 

4.  Patient  #6  -  admitted  to  the  agency  on  '.' 
12/31/2007  "  has  diagnoses  which  include 
Parkinson  '  s  Disease,  ORIF,  Urinary  Tract 
Infection  (UTf),  Prostatic  Hypertrophy. 

The  agency  "  Home  Health  Certification  and  Plan 
of  Care  "  dated  "  12/31/2007  to  6/30/2008"  and 
"  6/30/2008  to  12/30/2008  "  documents  the 
following  "  Surgical  Procedure- ORIF.  "  There  is - 
no  documented  evidence  on  the  medical  order  to 
identify  the  patient '  s  physical  site  for  this 
procedure. 

The  agency  "  Physician  '  s  Telephone  Orders  " 
dated  "3/31/08"  documents:  "...  Received 
verbal  order  to  assist  with  range  of  motion  (ROM) 
as  assigned.  "  There  is  no  documented  evidence- 
that  the  medical  orders  indicate  the  type  of  ROM 
ordered. 

On  August  4,  2009  at  2:45pm  the  DCS  and 
Administrator  were  interviewed  and  did  not 
provide  an  explanation. 
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H514  -  766.4(d)  -  Medical  Orders 
1.Pt.  #1  is  an  HRA  patient,  and  per  the  contract 
(Exhibit    2    and    2A)    Medical    Orders    are  the 
responsibility  of  the  Case  Manager,  HRA.  The  orders 
for  HRA  clients  are  the  M11Q,  which  is  obtained  by 
HRA  from  the  patient's  medical  provider  and  forwarded 
to  All  Metro..   The  Nursing  Supervisory  Report  was 
forwarded  to  HRA  after  the  visit  for  HRA's  review  and 
any  necessary  amendments  by  HRA  to  the  M11Q,  as 
the  DCS  discussed  with  the  surveyors. 
2  &  3.  Regarding  the  three  private  patients  (2,  3  &6): 
All  nurses  have,  all  been  reoriented  by  the  DCS  to  our 
policy    requiring    them    to    date    each  individual 
medication,  not  just  the  first  in  the  list,  Additionally, 
beginning.  11/08,  we  implemented  a  new  Medication 
Profile  that  includes  the  dx.  associated  with  each  med 
(Exhibit   3).      All   patient  files   have   the  current 
Medication  Profile  in  place.  Each  med.  appearing  on 
the  Med  Profile  corresponds  with  a  med.  that  the  MD 
has  validated  on  the  POC.  Many  of  our  patients  take 
meds.  for  prophylaxis  rather  than  an  active  dx.  for 
which  they  are  receiving  paraprofessional  care. 
Files  wili  continue  to  be  ■  reviewed  for  congruence 
between  POC's  and  Med  Profiles  during  routine 
internal  audits  done  by  the  Department  of  Patient 
Services.      Med  Profiles  are  also  reviewed  for 
completeness  by  both  the  DCS  upon  submission,  and 
during  routine  internal  audits. 

All  active,  case  managed  cases  will  be  reviewed  for 
these  items  by  10/15/09. 

4.  Patient  6  has  been  discharged.  Moving  forward, 
the  DCS  will  f/u  with  any  incomplete  information 
regarding  surgical  site  and  assure  that  it  appears  on 
the  POC.  Additionally,  ROM  will  be  specified  as 
"active/passive"  on  the  POC  and  all  other  documents, 
including  the  Aide  Care  Plan.  Only  HHA's  may 
perform  active  ROM  with  a  written  exercise  plan  to 
guide  them. 

Files   will   continue   to   be   reviewed   for  proper 

documentation  during  routine  internal  audits  done  by 

the  Department  of  Patient  Services. 

Responsible  individual  -  Director  of  Clinical  Services 

and  VP  of  Patient  Services 

Completion  date  -  1 0/1 5/09 
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766.9(1)  Governing  authority 

Section  766.9  Governing  authority. 

The  governing  authority  or  operator,  as  defined  in 
Part  700  of  this'Title,  of  a  licensed  home  care 
services  agency  shall: 


(I)  appoint  a  quality  improvement  committee  to 
establish  and  oversee  standards  of  care.  The 
quality  improvement  committee  shall  consist  of  a 
consumer  and  appropriate  health  professional 
persons  including  a  physician  if  professional 
health  care  services  are  provided.The  committee 
shall  meet  at  least  four  times  a  year  to: 

(1)  review  policies  pertaining  to  the  delivery  of  the 
health  care  services  provided  by  the  agency  and 
recommend  changes  in  such  policies  to  the 
governing  authority  for  adoption; 

(2)  conduct  a  clinical  record  review  of  the  safety, 
adequacy,  type  and  quality  of  services,  provided 
which  includes: 

(i)  random  selection  of  records  of  patients 
currently  receiving  services  and  patients 
discharged  from  the  agency  within  the  past  three 
months;  and 

(ii)  all  cases  with  identified  patient  complaints  as 
specified  in  subdivision  (j)  of  this  section; 

(3)  prepare  and  submit  a  written  summary  of 
review  findings  to  the  governing  authority  for 
necessary  action;  and 

(4)  assist  the  agency  in  maintaining  liaison  with 
other- health  care  providers  in  the  community. 
This  Regulation  is  not  met.as  evidenced  by: 
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Based  on  records  review  and  interview,  the 
agency  failed  to  ensure  that  the  Quality 
Improvement  (Ql)  Committee  performed  all  the 
required  functions.  This  was  evident  for  the 
agency  Quality  Improvement  Committee  Meeting 
Minutes.  ' 

Failure  to  ensure  that  the  agency  Ql  Committee 
■performs  all  the  required  duties  has  the  potential 
for. lack  of  oversight  to  the  quality  of  services 
provided  to  agency  patients. 

The  findings  are: 

1.  The  Ql  Committee  Meeting  Minutes  dated  ". 
September  26,  2007  "  documents  "  There  were 
no  complaints  logged  for  2nd  Quarter.  Discussion 
ensued  on  the  accuracy  of  this. " 

The  agency  "  Patient  Grievance/Complaint  Log " 
documents  that  a  complaint  was  made  "  5/29/07. 


There  is  no  documented  evidence  that  the 
complaint  generated  during  the  second  quarter  of 
2007  was  discussed  during  this  meeting. 

The  Ql, Committee  Meeting  Minutes  dated  " 
March  25,.  2008  "  documents;'  "  Complaints: 
None  recorded  in  4th  Quarter.  " 

The  agency  "  Patient  Grievance/Complaint  Log  " 
documents  four  (4)  complaints  were  made  on  the 
following  dates:  "  1O/8/07,  11/19/07,^11/23/07, 
and  12/10/07. "  There  is  no  documented 
evidence  that  these  complaints  generated  during 
the  fourth  quarter  of  2007  were  discussed  during 
this  meeting. 

2.  There  is  no  documented  evidence  of, the 


H1036 


H1036  -  766.9  Governing  Authority 

1.  Grievance/Complaint  of  5/29/07  that  was  not 
reported  to  the  committee  will  be  presented  at  the 
meeting  of  9/25/09,  as  well  as.  the  unreported 
complaints  of  10/8/07,  11/19/07,  11/23/07  and  1277/07. 
Moving  forward,  the  DCS  will  check  the  log  for 
Complaints  before  each  Q.I.  Meeting  to  assure  that  all 
complaints  are  reported,  and  the  minutes  will  reflect 
this  review. 

Compliance  will  be  monitored  during  semi-annual . 
internal  audits  by  the  Department  of  Patient  Services. 

2.  It  is  All  Metro's  policy  that  a  random  sample  of 
active  and  discharged  clients  be  reviewed  during  each 
Q  l.  Meeting  .for  safety,  adequacy  and  type  and  quality 
of  service.  The  minutes  of  3/25/08  (Exhibit  4)  indicate 
the  results  of  a  U/R  for  4m  quarter  07,  attached  (Exhibit 
5A  &  B)  which  includes  2  discharged  records  -  moving 
forward,  these  U/R's  will  be  attached  to  the  minutes  for  . 
reference.  Also  included  is  the.  U/R  for  the  Q.l. 
Meeting  of  Dec.  19,  2007,  although  we  could  not 
locate  the  D/C  record  review.  This  requirement  has 
been  reinforced  with  the  staff  and  will  be  reviewed 
during  semi-annual  internal  quality  audits  performed  by 
the  Department  of  Patient  Services. 

3.  We  have  dealt  with  this  issue  in  the  past  and  were 
informed  byDOH  that  the  standard  allowed  that  a 
member  may  miss  no  more  than  one  (1)  meeting  a 
year  before  a  citation  results.  We  have  updated  our 
Q.l.  Committee  policy  (Exhibit  6)  to  incorporate  this 
standard. 

Additionally,  Dr.  Drescher  was  sent  the  minutes  which 
he  read  and  signed  (Exhibit  7)  Page  one  of  the 
minutes  for  2008  indicating  the  attendees  (Exhibit  8) 
are  attached  confirming  that  our  consumer  was 
present  at  three  of  four  meetings,  which  complies  with 
the  standard  as  we  understand  it. 
Responsible  Individual  -  Director  of  Clinical 
Services,  VP  of  Patient  Services 
Completion  date  - 12/1/09 
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Continued  From  page  8 
discussion  of  a  random  selection  of  clinical 
records  review  for  patients  receiving  services  and 
patients  that  have  been  discharged  for  the  . 
meetings  dated  "  December  19,  2007. " 

3.  There  is  no  documented  evidence  of  the 
attendance  of  a  consumer  for  the  Ql  Committee 
meeting  dated  "  March  25,  2008. "  There  is  no 
documented  evidence  of  the  attendance  of  a 
physician  for  the  meeting  dated  "  March  1.3, 
2009." 

On  August  4,  2009  at  2:05pm,  the  Director  of 
Clinical  Services  (DCS)  and  Administrator  were 
interviewed  and  did  not  provide  an  explanation. 
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763. 1 3 (k)  Personnel 

763.13  Personnel  \ 

(k)  that  an  annual  assessment  of  the 
performance  and  effectiveness  of  each  person  is 
conducted  and  documented  in  writing,  including 
at  least  one  home  visit  to  observe  performance  if  . 
the  person  provides  services  in  the  home;  and 

This  Regulation  is  not  met  as  evidenced  by: 
Based  on  personnel  record  reviews  and  staff  • 
interview,  the  agency  failed  to  complete  annual 
assessments  of  the  performance  and 
effectiveness  for  employees  which  includes  at 
least  on  in-home  observation.  This  was  evident 
for  three  (3)  of  eight  (8)  employees  requiring 
annual  performance  evaluations  (Employees  #  1 , 
#3,  and  #7).' 

Failure  to  perform  an  annual  performance 
assessment  of  staff  which  includes  at  least  one 
in-home  observation  places  all  patients  at  risk  for 
poor  quality  care. 

The  findings  are: 

1)  Employee  #1  is  a  Registered  Nurse  (RN)  with 
a  hire  date  of  6/02/08.  The  personnel  record 
documents  an  annual  performance  assessment 
dated  9/28/09. 

The  performance  assessment  lacks 

documentation  that  an  in-home  visit  was  conducted. 

2)  Employee  #3  is  a  RN  with  a  hire  date  of 
4/03/06.  The  personnel  record  documents  an 
annual  performance  assessment  was  dated 


J1456 


It  is  Americare  CSS  policy  that  all 
employees  receive  a  Performance 
Evaluation  on  their  anniversary  date.  All 
nurses  performing  patient  visits  in 
addition  receive  a  field  assessment  in 
addition  to  their  annua!  performance 
evaluation. 

Up  until  the  time  of  survey  the  field  visits 
were  not  considered  a  part  of  the  Human 
Resource  file.  They  were  kept  in  the 
Suffern  Office  by  the  dedicated 
Supervisor.  The  Supervisors  visit  the 
adult  homes  on  at  least  bi-weekly  basis. 
So  any.  nursing  employee  can  be  the 
subject  of  an  unscheduled  supervisory 
visit  at  any  time.  Since  the  survey  of 
05/10/10  all  annual  assessments, 
evaluations  and  unsatisfactory 
supervisory  visits  will  be  forwarded  to 
Human  Resources  to  be  incorporated  in 
the  employee's  files  along  with  a 
Performance  Plan  and/or  Disciplinary 
action. 

Upon  DOH  exit  interview  the  Human 
Resource  Department  was  contacted  for  a 
list. of  employee  performance  and 
evaluation  due  dates.  A  meeting  was 
conducted  with  each  Supervisor  to 
impress  upon  them  the  urgency  of  timely 
completion.  All  outstanding  Performance 
evaluations  will  be  completed  by 
06/30/10. 

Effective  June  14,  2010  a  Clerk  was  hired 
to  track  performance  evaluations  and 
forward  them  to  Human  Resources  for 
incorporation  into  the  employees  file. 


05/20/10 


06/14/10  & 
On-going 
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Continued  From  page  1 
3/31/09. 

The  performance  assessment  lacks 
documentation  that  an  in-home  visit  was 
conducted. 

3)  Employee  #7  is  a  Home  Health  Aide  (hha)  with 
a  hire  date  of  12/07/01 .  The  last  documented 
annual  performance  assessment  is  dated 
8/07/08. 

The  personnel  record  lacks  an  annual 
performance  assessment  for  year  2009. 

Interview  with  the  Nursing  Supervisor  on  5/12/10, 
the  Nursing  Supervisor  stated  that  she  could  not 
find  the  missing  documents. 


J 1456 


The  clerk  will  review  the  list  monthly  & 
alert  the. Supervisor  and  Associate 
Administrator  of  pending  &  over  due 
performance  evaluations.  In  addition, 
the  Human  Resource  department  in 
Brooklyn  will  conduct  random  employee 
chart  audits  on  a  monthly  basis. 

too  % 
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SUMMARY  STATEMENT  OF  DEFIENCIES 
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REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


INITIAL  COMMENTS 

A  Re-certification  survey  was  conducted  at  the 
agency's  branch  office  located  at  900  Merchants 
Concourse  Westbury,  NY  on  May  10  -  12,  2010. 

Fifteen  (15)  clinical  records  were  reviewed  and 
identified  as  Patients  #l-#  15. 

Home  visits  were  made  to  Patients  #2,  #4,  #6;  #7 
and  #8. 

Nine  (9)  personnel  records  were  reviewed  and 
identified  as  Employees  #l-#9. 

The  Agency  Emergency  preparedness  Plan  policy 
and  procedure,  Health  Provider  Network  policy 
and  procedure  and  account,  and  Criminal  History 
Record  Check  policy  and  procedure  were 
reviewed. 

484.14(g)  COORDINATION  OF  PATIENT 
SERVICES 

A  written  Summary  report  for  each  patient  is  sent 
to  the  attending  physician  at  least  every  60  days. 

This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  Clinical  record  reviews  and  staff 
interview,  the  agency  failed  to  ensure  that  the 
documentation  of  patient's  weights  on  the 
written  60  day  summary  is  accurate.  This  was 
evident  in  four  (4)  of  thirteen  ( 1 3)  clinical  records. 
Requiring  a  written  60  day  summary.  (Patients  #2, 
#3,  #6  and  #7) 

Failure  to  provide  accurate  information  on  the 
written  60  day  summary  to  the  physician  places 
all  patients  at  risk  for  poor  coordination  of  care. 
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PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
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To  ensure  that  all  personnel  provide  a 
written  summary  report  for  each  patient  is 
sent  to  the  attending  physician  at  least 
every  60  days  with  a  comprehensive 
review  of  the  patient's  total  progress  the 
following  will  take  place: 

1 .  A  Nursing  in-service  was  conducted 
within  Suffern  and  Westbury  office 
locations  to  review  the  DOH  Plan  of 
Correction  and  to  review  Amertcare- 
CSS  policy  and  procedures  to  ensure 
that  60  day  summaries  meet  the 
regulatory  requirements  of  §482.2. 


(X5) 
COMPLETION 
DATE 


05/19/10 
Suffem  & 
5/20/10  in 
Westbury 


Any  deficiency  statement  ending  with  an  asterisk  (*)  denotes  a  deficiency  which/he  institution  may  be  excused  from  correcting  providing  it  is  determined 
^^t  other  safeguards  provide  sufficient  protection  to  the  patients.  (See  instructimis.)  Except  for  nursing  homes,  the  findings  stated  above  are  disclosable  90 

^^c 


^at  other  safeguards  provide  sufficient  protection  to  the  patients.  (See  instruct^ 

J's  following  the  date  of  survey  whether  or  not  a  plan  of  correction  is  provided.  For  nursing  homes,  the  above  findings  and  plans  of  correction  are 
Rclosable  14  days  following  the  date  these  documents  are  made  availableto  the  facility.  If  deficiencies  are  cited,  an  approved  plan  of  correction  is 
requisite  to  continued  program  participation 
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PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFIENCY) 


2.  Patient's  #2,  6,  7  &  9  (75%)  of  the 
identified  patients)  were  serviced  by 
the  same  nurse  all  within  the  same 
location  (Sachem  Adult  Home).  The 
nurse  was  counseled  and  in-serviced 
on  the  policy  and  procedure  for 
writing  comprehensive  60-day 
summaries  and  documenting  accurate 
patient  information  including  but  not 
limited  to  vital  signs  and  accurate 
weights.  In  addition  the  nurse  for 
patient  #3  was  also  counseled 
regarding  comprehensive 
documentation. 

3.  In  all  of  the  above  patient's  the  MD 
was  contacted  for  clarification  of 
weight  orders  and  interim  orders 
were  sent  for  MD  signature. 

4.  The  Adult  Home  Supervisor  and/or 
the  Ql  Manager  will  do  a  100%  audit 
of  Westbury  charts  every  60  days  and 
a  100%  audit  of  60  day  summaries  in  ■ 
Suffern  for  the  next  quarter  then  10% 
random  audit  ongoing.  The  results  of 
these  audits  will  be  discussed  with 
the  nurses  on  an  individual  basts, 
discussed  monthly  at  the  Nursing 
Staff  meeting,  reported  to  the  Ql 
Management  meeting  and  to  the 
Associate  Administrator  and 
Administrator  in  the  weekly  Agency 
Tracking  &  Trending  Report  and  to 
the  Chief  Operating  Officer/VP  and 
to  the  Professional  Advisory  Board 
on  a  quarterly  basis. 

5.  The  Associate  Administrator  is 
ultimately  responsible  to  ensure  the 
Plan  of  Correction  is  carried  out., 


^■y  deficiency  statement  ending  with  an  asterisk  (*)  denotes  a  deficiency  whfch  tr)£  msj 
Tfiat 
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COMPLETION 
DATE 
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on-going 

Audit  to  be 
completed 
bv  09/01/10 


09/01/10  & 
on-going 
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tioh'may  be  excused  from  correcting  providing  it  is  determined 
other  safeguards  provide  sufficient  protection  to  the  patients.  (See  instruct  iopfs'.)  Except  for  nursing  homes,  the  findings  stated  above  are  disclosable  90 
days  following  the  date  of  survey  whether  or  not  a  plan  of  correction  is  provided.  For  nursing  homes,  the  above  findings  and  plans  of  correction  are 
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Continued  From  page  1 
The  findings  are: 

1)  Patient  #9  has  an  admission  date  of  1 1/10/09 
With  diagnoses  of  Hypertension,  Paranoid 
Schizophrenia  and  Chronic  Airway  Obstruction. 

The  Plan  of  Care  (POC)  dated  3/10/10-5/08/10 
Document  order  for  the  Skilled  Nurse  (SN  to 
"weigh  patient  monthly,  report  to  MD  (physician) 
lOlbs  (pound)  weight  gain  or  loss  in  one  month". 

The  nursing  visit  notes  dated  3/1 6/10-5/4/10 
Lack  documentation  of  the  patient's  monthly 
weight. 

The  "Monthly  Weights'Mog  revised  "3/06"  which  is 
Maintained  in  the  Adult  Care  Facility  (ACF)  in 
Which  the  patient  resides  documents  the  patient's 
Monthly  weights  as  154  lbs  in  March,  155  lbs  in 
April  and  155  lbs  in  May  2010. 

The  agency  "Recert/60  days  Summary"  dated 
5/04/10  documents  the  patients  weight  as  "160  lbs- 
1651bs.  The  SN  failed  to  document  the  patient's 
accurate  weight  and  failed  to  notify  the 
attending  physician  of  the  patients  actual  weight. 

2)  Patient  #2  has  an  admission  date  of  7/1 8/06  with 
a  diagnosis  of  Schizophrenia. 

The  POC  dated  2/27/10-4/27/10  and  4/28/10  - 
6/26/10  document  orders  for  the  SN  to  "weigh 
patient  monthly,  report  to  MD  10  lbs  weight  gain  or 
loss  in  one  month". 

The  "Monthly  Weights"  log  documents  the 
patient's  weight  as  "145  lbs"  on  3/01/10  and  160 
lbs  on  4/01/10  and  5/03/10. 
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6.  Results  of  the  OI  audits  will  be 
discussed  with  the  nurses  directly,  a 
performance  improvement  plan  will 
be  developed  and  if  there  is  no 
improvement  the  nurse  will  be 

.  subject  to  disciplinary  action, 
continued  non-compliance  will  result 
in  suspension  and/or  termination. 

7.  The  100%'60  day  audit  will  be 
completed  on  09/0 1/10.   If  nurses 
are  found  to  be  deficient  after 
09/01/10  thev  will  be  subject  to 
further  disciplinary  action. 
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Continued  From  page  2 
The  agency  "Recert/60  Days  Summary"  dated 
4/26/10  documents  the  patient's  weight  as  "150- 
155"  lbs.  The  SN  failed  to  provide  documentation 
of  the  accurate  range  of  the  patient's  weights  to 
the  physician. 

3)  Patient  #3  has  an  admission  date  of  3/9/10 
with  a  diagnosis  of  Schizophrenia. 

The  POC  dated  3/9/10-5/7/10  documents  an 
order  for  the  SN  to  "weigh  patient  monthly,  report 
to  MD  10  lbs  weight  gain  or  loss  in  one  month". 

The  "Monthly  Weights"  log  documents  the 
patient's  weight  as  "240  lbs  on  3/2/10  and 
"230  lbs  on  4/01/10  and  5/03/10. 

The  agency's  "Recert/60  Days  Summary"  dated 
5/4/ 10  documents  the  patient's  weight  as  "200  - 
225"  lbs.  The  SN  failed  to  provide  documentation 
of  the  accurate  range  of  the  patient's  weights  to 
the  physician. 

4)  Patient  #6  has  an  admission  date  of  1 2/14/09 
with  a  diagnoses  including  Diabetes  Mellitus, 
Schizophrenia,  and  Hypertension. 

The  POC  dated  3/8/10  -  5/8/10  documents  an 
order  for  the  SN  to  "weigh  patient  monthly,  report 
to  MD  1  Olbs  weight  gain  or  loss  in  one  month". 

The  "Monthly  Weights"  log  documents  the 
patient's  weight  as  "20 1 "  lbs  on  2/03/ 10,  "1 90"  lbs 
on  3/02/ 1 0,  and  "200"  lbs  on  4/01/1 0. 

The  agency  "Recert/60  Day  Summary"  dated 
3/08/10  documents  the  patient's  weights  as  "180" 
lbs  and  "Recert/60  Day  Summary"  dated  5/04/10 
documents  the  patient's  weigh  as  "160-  180"lbs. 
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SUMMARY  STATEMENT  OF  DEFIENCIES 
(  EACH  DEFIENCY  MUST  BE  PRECEEDED  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


Continued  from  page  3 

The  SN  failed  to  provide  documentation  of  the 
Accurate  range  of  the  patient's  weights  to  the 
Physician  for  2  Recert/60  Day  Summaries. 

Interview  with  the  Nursing  Supervisor  on  5/12/10, 
The  Nursing  Supervisor  stated  that  she  spoke  to 
The  SN  and  the  SN  stated  that  "she  had  not 
reviewed  the  monthly  weight  log  while  writing 
Recert/60  Day  Summaries". 
484. 1 8  ACCEPTANCE  OF  P ATI  ENTS,  POC, 
MED  SUPER 

Care  follows  a  written  plan  of  care  established  and 
periodically  reviewed  by  a  doctor  of  medicine, 
Osteopathy,  or  podiatric  medicine. 

This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  clinical  record  review,  home  visit  (HV), 
And  staff  interview,  the  agency  staff  failed  to 
Monitor  patients'  weight  and  provide  wound 
Assessments/wound  care  as  directed  in  the  Plan 
Of  Care  (POC).  This  was  evident  in  nine  (9)  of 
fifteen  (15)  clinical  records  reviewed.  (Patients 
#1,  #2  HV  #3,  #5,  #6  HV,  #7  HV,  #  10,  #  13  and 
#14). 

Findings  to  provide  care  as  directed  in  the  POC 
places  all  patients  at  risk  for  not  having  their  care 
Needs  met. 

.The  findings  are: 

1)  Patient  #13  has  an  admission  date  of  3/25/ 10 
with  a  diagnosis  of  Disruption  of  Wound 

The  POC  dated  3/25/10-5/23/10  document 
orders  for  the  Skilled  Nurse  (SN)  to  perform 
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PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
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As  per  §484. 1 8  Acceptance  of  Patients, 
POC  and  Medical  Supervision  all 
medical  orders  for  specific  ranges  are 
carried  out  per  MD  order  and  the 
physician  is  alerted  timely  of  changes  in 
the  patient's  condition. 

1 .  An  in-service  was  conducted  in  each 
branch  location  to  reinforce  the 
above  standard.  (See  attached  in- 
service  minutes  and  attendance  sign- 
in  sheet). 

2.  A  memo  was  sent  out  to  all  active 
nurses  outlining  the  policy  and 
procedure  regarding  Acceptance  of 
Patients,  POC  and  Medical 
Supervision.  (See  attached  memo). 

3.  The  MD  was  contacted  for 

,  clarification  of  ranges  and  to  obtain 
new  orders  regarding  notification  of 
changes  in  patient's  condition  on  the 
following  patient's  #  1,#2, 
#3,#5,#6,#7,  #10,#13,  and  #14. 
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Continued  from  page  4 

wound  assessment  and  wound  care. 

The  nursing  visit  notes  dated  3/29/10-4/09/10 
lack  documentation  that  the  nurse  notified  the 
physician  of  the  patient's  purulent  wound 
drainage. 

The  Start  of  Care  Assessment  dated  3/27/10,  the 
nurse  documents  that  the  patient  has  one  ( 1 ) 
wound  measuring  "6-  cm  (centimeters)  X  27  cm 
length". 

On  3/29/10,  the  nurse  documents:  "purulent 
large  drainage  present  to  surgical  wound. 
Gastrostomy  tube  intact,  peri  wound  red  (+) 
purulent  drainage.  Continues  on  ABT  (antibiotic 
therapy).  Pt.  (patient)  to  go  to  hospital  for 
temperature  of  1 0 1 F  or  greater". 

On  3/30/10,  the  nurse  documents  "purulent 
drainage,  non  ordorous.  Continues  on  antibiotics. 
Follow  up  appointment  4/02/10". 

On  3/31/10,  the  nurse  documents  "drainage  from 
surgical  opening  purulent". 

On  4/01/10,  the  nurse  documents  "drainage  from 
abd.  (abdominal)  wound  remains  purulent, 
amount  is  now  moderate.  Gastrostomy  tube  site 
is  redden/periwound  from  perulent  drainage. 

The  nursing  visit  notes  lack  documentation  that 
The  physician  was  notified  of  the  patient's  purulent 
Wound  drainage  from  3/29-4/01/10. 

On  4/02/10,  the  nurse  documents:  "seen  by  DR 
(doctor),  staples  removed,  small  amount  of 
Yellow  drainage  to  surgical  wound,  non  ordorous 
ABT  have  been  d/c'ed  (discontinued)". 
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The  Adult  Home  Supervisor  and/or 
the  QI  Manager  will  do  a  100% 
review  audit  of  Westbury  clinical 
records  every  60  days  and  a  1 00% 
audit  of  60  day  summaries  in  Suffern 
for  the  next  quarter  then  10%  random 
audit  ongoing.  The  results  of  these 
audits  will  be  discussed  with  the 
nurses  on  an  individual  basis, 
discussed  monthly  at  the  Nursing 
Staff  meeting,  reported  to  the  Ql 
Management  meeting  and  to  the 
Associate  Administrator  and 
Administrator  in  the  weekly  Agency 
Tracking  &  Trending  Report  and  to 
the  Chief  Operating  Officer  /VP  and 
to  the  Professional  Advisory  Board 
on  a  quarterly  basis. 
The  Supervisors/QI  Manager  and/or 
designee  will  complete  Mock 
Surveys  on  a  quarterly  basis.  The 
results  will  be  given  to  the  Associate 
Administrator  who  will  present  the 
findings  to  the  Administrator,  Chief 
Operating  Officer/VP  and  to  the 
Professional  Advisory  Committee  on 
a  quarterly  basis. 
The  Associate  Administrator  is 
ultimately  responsible  to  ensure  the 
Plan  of  Correction  is  carried  out. 
Patient  #  1 3,  the  nurse  was  counseled 
regarding  comprehensive 
documentation  of  patient  clinical 
status.  Unfortunately,  her 
documentation  did  not  reflect  her 
actions.  Upon  questioning  her  and  the 
MP  it  was  apparent  that  multiple 
discussions  occurred  regarding  the 
patient  status.  The  MP  was  aware  of 
the  purulent  drainage,  size  of  wound, 
dehiscence  and  temperature  of  101.1 
degrees.  The  nurse  failed  to 


09/0 1/10  & 
on-going 

Audits  to  be 
completed 
by  09/01/10 
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Continued  from  page  5 

On  4/03/10,  the  nurse  documents:  "noted 
periwound  opening  about  3  cm  (centimeters) 
above  surgical  opening,  site  approximately  1-2 
cm  oozing  small  amount  of  drainage  when  wound 
irrigated",  "sm  (small)  amount  of  beige  secretions 
to  abd  wound  non  odorous,  temp  fluctuate  99- 
100,  next  MD  (physician)  appointment  4/08/10". 

On  4/04/10,  the  nurse  documents:  "1/2  cm  wound 
dehiscience  above  abd  wound,  approx  3-4  cm 
above  abd  wound".  The  nurse  documents  the 
patient  has  a  temperature  of  100.3 F. 

On  4/05/10,  the  nurse  documents:  "small  area 
above  surgical  wound  approx  3cm  above  site 
dehisced  area  approxVi  cm". 

There  is  no  documentations  that  the  nurse  notified 
the  physician  ofthe'patients  purulent  wound 
drainage  and  that  the  wound  dehisced  4/03  - 
4/05/10. 

On  4/06/10,  the  nurse  documents:  "drainage 
moderate,  beige  non  —  odorous,  periwound  around 
ostomy  less  redness".  The  nurse  documents: 
"next  MD  visit  4/07/ 1 0  -  Oncologist  and  4/08/ 1 0 
Surgeon". 

The  record  contains  a  "Missed  Visit  Report"  dated 
4/07/10  due  to  physician  appointment. 

On  4/08/10,  the  nurse  documents  patient  "now 
has  3  (three)  abd  (abdominal)  wounds".  There  is  ■ 
no  documentation  that  the  nurse  communicated 
with  the  physician  about  the  status  of  the  wounds 
and  that  the  POC  is  reviewed. 

On  4/09/ 10,  the  nurse  documents:  "sm  (small) 
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document  the  discussions  within  her 
clinical  notes.  Pictures  of  the  wound 
were  taken  and  sent  to  the  MP.  The 
patient  was  also  being  seen  at  the  wound 
clinic  on  a  weekly  basis. 

The  nurse  seeing  the  patient  is  a  Certified 
Wound  Specialist.  The  MD  was 
impressed  by  her  knowledge  and  skills  in 
treating  the  patient. 

8.  The  nurse  servicing  patient  #  10  was 
counseled  on  05/19/10  regarding 
proper  wound  care  and  documentation.' 

9.  The  Suffern  office  will  be  reviewing 
1 00%  of  all  wound  care  patient's  to 
assure  clinical  documentation  is 
comprehensive  and  that  changes  in  the 
patient  status  are  reported  and 
documented  timely. 

10.  Failure  to  document  comprehensively 
will  result  in  further  disciplinary 
actions  leading  up  to  suspension  and 


12/31/10 


termination. 
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Continued  From  page  6 
abscess  to  R  (right)  side  of  abdomen  with  sm 
(small)  amount  of  purulent  drainages  site 
approximately  1cm  circular".  The  nurse  further 
document  increase  "visit  frequency  to  2X  per  day 
V.O.  (verbal  order)". 

There  is  no  documentation  that  the  nurse 
communicated  to  the  physician  the  status  of  the 
patient's  purulent  wound  drainage  from  3/29/10 
through  4/8/10.  The  record  lacks  documentation 
that  the  nurse  communicated  to  the  physician  that 
the  wound  dehisced. 

On  5/1 1/10,  survey  findings  were  discussed  with 
the  agency's  Clinical  Manager  and  Administrator. 
On  5/21/10,  the  Clinical' Manager  provided  an 
"Exception  Log"  dated  4/06/10  documenting  "MD 
attempted  unavailable,  MD  appointment  set 
4/07/10".' 

2)  Patient  #  1 0  has  an  admission  date  of  4/ 1 2/ 1 0 
with  the  diagnoses  of  Surgical  Aftercare, 
Dementia  and  Alzheimer's  Disease. 

The  POC  dated  4/2 1  / 1 0  -  6/ 1 0/ 1 0  documents 
orders  for  the  SN  visits  twice  a  day  to  perform  the 
wound  care  of  cleanse  with  water,  apply 
Bactroban  ointment  2%  and  apply  DSD  (dry 
sterile  dressing)  to  left  upper  arm.  The  POC 
orders  assessment  of  the  wound  for  signs  and 
symptoms  of  infection. 

The  SN  visit  notes  dated  4/ 14/10  PM,  4/20/10     '  ' 
PM,  4/21/10  PM,  4/22/10  PM,  4/23/10  PM  and 
4/25/10  PM  document  that  a  "wet-dry"  was 
applied  to  the  wound. 

The  SN  visit  notes  dated  4/17/10  PM,  4/23/10 
AM,  4/25/10  AM,  4/28/10  AM,  5/01/10  AM  and 
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Continued  From  page  7 

5/02/10  PM  lack  documentations  of  assessment  of 
The  wound  status  and  drainage. 

During  interview  with  the  Clinical  Supervisor  on 
5/21/10,  the  Supervisor  stated  the  use  of  wet  to 
dry  dressing  was  an  error  by  the  nurse. 

3)  Patient  #14  has, an  admission  date  of  5/26/09 
with  the  diagnoses. including  Glaucoma, 
Schizophrenia  and  Hypertension.  The  patient 
resides  in  an  Adult  Care  Facility  (ACF). 

The  POC  dated  1/21/2010  -  3/2T/10  and  3/22/10  - 
5/20/10  included  orders  for  the  SN  to  visit  daily  for 
application  of  eye  drops  and  to  "weigh  client 
monthly  and  report  to  MD  10  lbs  weight  gain  or 
loss  in  a  month  and  BP  (Blood  Pressure)  below 
90/60  or  above  140/90  to  report  to  MD". 

The  SN  visit  note  dated  3/18/10  includes 
documentation  of  the  patient's  weight  as  "198  lbs" 
and  "BP  1 50/78". 

The  SN  visit  notes  documents  that  the  patient's 
BP  exceeded  the  ordered  BP  parameters  on 
4/01/10  (BP  164/79),  4/10/10  (BP  160/90)  and 
4/1 1/10  (BP  180/90). 

The  SN  visit  notes  and  the  clinical  record  lack 
documentation  that  the  SN  notified  the  Nursing 
Supervisor  and/or  the  physician  regarding  the 
changes  in  the  patient's  vital  signs. 

During  interview  with  the  Clinical  Supervisor  on 
5/1 1/10,  the  Supervisor  did  not  provide  an 
explanation  for  the  SN  failure  to  follow  the  POC 
for  changes  in  the  patient's  vital  signs. 

The  SN  visit  notes  lack  documentation  of  the 
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Patient's  monthly  weight  for  April  2010. 

During  interview  with  the  Clinical  Supervisor  on 
5/1 1/10,  the  Supervisor  stated  that  the  Home 
Health  Aides  (hha)  weigh  the  patients  and  record 
the  patient's  weight  on  the  monthly  weight  logs 
that  are  retained  in  the  Adult  Care  Facility  (ACF) 
in  where  the  patient  resides. 

4)  Patient  #2  (HV)  has  an  admission  date  of 
7/18/06  with  the  diagnosis  of  Schizophrenia. 

The  POC  dated  2/27/10-4/27/10  and  4/28/10- 
6/26/10  documents  orders  for:  SN  visits  every  ' 
other  week  and  directs  "weigh  patient  monthly, 
report  to  MD  lOlbs  weigh  gain  or  loss  in  one 
month". 

The  SN  visit  notes  for  March  20 10  lack 
documentation  of  the  patients  weight. 

On  5/10/10,  a  home  visit  was  conducted  at  the 
ACF  where  the  patient  resides.  An  interview  was 
conducted  with  the  SN  regarding  monthly  weight 
for  the  patients.  The  nurse  stated:  "  we  maintain 
monthly  weight  log  for  each  patient  at  the  ACF". 

The  "Monthly  Weight"  log  at  the  ACF  documents 
patient's  weight  for  3/01/10  as  145  lbs  and 
4/01/10  as  160  lbs. 

The  SN  failed  to  notify  the  physician  of  the  1 5  lbs 
weight  gain  in  one  month.  The  SN  visit  notes  lack 
documentation  that  the  nurse  reviewed  the  weight 
log  during  the  patient  assessments.  The 
documentation  of  patient  weights  is  on  the 
Re-certification  assessments. 

5)  Patient  #6  (HV)  has  an  admission  date  of 
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12/14/09  with  the  diagnoses  including  Diabetes 
Mellitus,  Schizophrenia  and  Hypertension. 

The  POC  dated  3/10/10  -  5/08/10  and  5/08/10- 
7/07/10  documents  orders  for  SN  visits  every 
other  week  and  directs  "weigh  patient  monthly, 
report  to  MD  lOlbs  weigh  gain  or  loss  in  one 
month". 

On  5/10/10,  a  home  visit  was  conducted  to  ACF, 
where  patient  resides.  An  interview  was 
conducted  with  the  SN  regarding  the  monthly 
weights  for  the  patients,  the  nurse  stated  that  we 
maintain  monthly  weight  log  for  each  patient  at 
the  ACF". 

The  "Monthly  Weight"  log  at  ACF  documents 
patient's  weight  for  2/03/10  as  201  lbs,  3/02/10  as 
1 90  lbs,  and  4/0 1  / 1 0  as  2001bs. 

The  SN  visit  note  for  the  month  of  April  2010  lack 
documentation  of  the  patient's  monthly  weight. 
The  "Monthly  Weight"  log  revised  3/06  documents 
that  the  patient's  weight  was  200  pounds  on 
4/01/10,  which  was  an  increase  of  10  pounds 
from  3/02/10. 

There  is  no  documentation  of  physician 
notification  regarding  the  10  lbs  weight  gain 
and/or  loss.  The  SN  visit  notes  for  April  2010 
lack  documentation  that  the  nurse  reviewed  the 
weight  log  during  the  patient  assessments.  The 
documentation  of  patient  weights  is  on  the 
Re-certification  assessments  dated  3/08/10  and 
5/04/10. 

Interview  with  the  Nursing  Supervisor  on  5/12/10, 
the  Nursing  Supervisor  stated  that  the  nurse 
should  "  have  reviewed  the  monthly  weight  log 
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during  the  assessments  and  documented  in  the 

visit  notes". 

6)  Patient  #3  has  an  admission  of  3/9/10  with 
the  diagnosis  of  Schizophrenia. 

The  POC  dated  3/09/10  -  5/07/10  documents  orders 
for  SN  visits  every  other  month  and  directs 
"weigh  patient  monthly,  report  to  MD  10  lbs  weigh 
gain  or  loss  in  one  month". 

The  SN  visit  notes  for  the  month  of  April  2010 
lack  documentation  of  the  patient's  weight.  The 
"Monthly  Weight"  log  revised  3/06  which  are 
maintained  in  the  ACF  in  which  the  patient 
resides  documents  that  the  patient's  weight  as 
240  lbs  on  4/01/10  and  230  lbs  on  5/03/10. 

The  SN  failed  to  notify  the  physician  of  the  10 
pounds  weight  loss.  The  SN  visit  notes  for  April 
2010  lack  documentation  that  the  nurse  reviewed 
the  weight  log  during  the  patient  assessments. 

The  documentation  of  patient  weights  Is  on  the 
Initial  comprehensive  assessment  and 
Re-certification  assessments  dated  3/09/10  and 
5/04/10. 

7)  Patient  #  1  has  an  admission  date  of  2/24/05 
with  diagnosis  of  Schizophrenia. 

The  POC  of  Care  dated  1/29/10  -  3/29/10  and 
3/30/10  -  5/28/10  document  orders  for  SN  visits 
every  other  week  and  directs  "  weigh  patient 
monthly,  report  to  MD  10  lbs  weigh  gain  or  loss  in 
one  month". 

The  SN  visit  note  dated  2/08/10-3/22/10  and 
4/707/10  -  5/03/10  lack  documentation  of  the 
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Continued  from  page  11 
patient's  monthly  weight. 

On  5/1 1/10,  survey  findings  were  discussed  with 
the  Nursing  Surpervisor,  and  Administrator.  On 
5/12/10,  the  Nursing  Supervisor  provided  the 
surveyor  with  a  form  titled  "Monthly  Weight". 

The  "Monthly  Weight"  log  which  is  maintained  in 
the  ACF  includes  the  monthly  weight  for  this 
patient.  There  is  no  documentation  that  the  nurse 
reviewed  the  "Monthly' Weight"  logs  to  ensure  that 
the  patient  did  not  gain  or  loss  10  lbs  in  a  month 
and  that  the  physician  was  notified  of  any 
changes  in  the  patients  weight. 

8)  Patient  #5  has  admission  date  of  3/17/04  with 
diagnosis  of  Schizophrenia. 

The  POC  dated  4/15/10-6/13/10  document 
orders  for  SN  visits  every  other  week  and  directs 
"weigh  patient  monthly,  report  to  MD.10  lbs  weight 
gain  or  loss  in  one  month". 

The  SN  visit  notes  dated  4/20/10  -  5/04/10  lack 
documentation  of  the  patients  weight. 

On  5/1 1/10,  survey  findings  were  discussed  with 
The  Nursing  Supervisor,  and  Administrator.  On 
5/12/10,  the  Nursing  Supervisor  provided  a  form 
titled  "Monthly  Weight".  The  "Monthly  Weight"  ' 
log  which  is  maintained  in  the  ACF  includes  the 
monthly  weight  for  this  patient.  There  is  no 
documentation  that  the  nurse  reviewed  the 
"Monthly  Weight"  logs  to  ensure  that  the  patient 
did  not  gain  or  loss  10  lbs  in  a  month  and  that  the 
physician  was  notified  of  any  changes  in  the 
patient's  weight. 

9)  Patient  #7  (HV)  has  an  admission  date  of 
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1/26/09  with  diagnosis  of  Schizophrenia  . 

The  POC  dated  3/22/10-5/20/10  documents  an 
orders  for  SN  visits  every  other  week  and  directs 
"weigh  patient  monthly,  report  to  MD  10  lbs  weigh 
gain  or  loss  in  one  month". 

On  5/10/10,  a  home  visit  was  conducted  at  the 
ACF  where  the  patient  resides.  An  interview  was 
conducted  with  the  SN  regarding  the  monthly 
weight  for  the  patients,  the  nurse  stated  that  "we 
maintain  monthly  weight  log  for  each  patient  at 
the  ACF". 

The  "Monthly  Weight  logs  at  ACF  documents 
patient's  weight  for  March  2010  as  148  lbs  and 
May  2010  as  152  lbs.  The  "Monthly  Weight"  log 
lacks  documentation  of  the  patient's  weight  for 
the  month  of  April  2010. 

On  5/1 1/1 0,  survey  findings  were  discussed  with 
the  Nursing  Supervisor,  and  the  Administrator. 
On  5/12/10,  the  Nursing  Supervisor  stated  that 
she  could  not  provide  an  explanation  that  the 
nurse  reviewed  the  "Monthly  Weight"  logs  to 
ensure  that  the  patient  did  not  gain  or  loss  1 0  lbs  in 
a  month  and  that  the  physician  was  notified  of 
any  changes  in  the  patient's  weight. 
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INITIAL  COMMENTS 

A  Post  Certification  Survey  was  conducted  on 
December  3,  20 10  at  the  agency. 

Six  (6)  patient  care  records  were  reviewed  (Patients 
#  1  through  6). 

One  (1)  deficiency  resulting  from  the  recertification 
survey  completed  on  05/12/10  remains  uncorrected: 
G  145 


484.14(g)  COORDINATION  OF  PATIENT 
SERVICES 

A  written  Summary  report  for  each  patient  is  sent 
to  the  attending  physician  at  least  every  60  days. 

This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  Clinical  record  reviews  and  staff 
interview,  the  agency  failed  to  ensure  that  the 
documentation  of  patient's  weights  on  60  day 
summaries.  This  was  evident  in  two  (2)  of  six  (6) 
clinical  records  requiring  a  written  60  day  summary 

Failure  to  provide  accurate  information  on  the 
written  60  day  summary  to  the  physician  places 
all  patients  at  risk  for  poor  coordination  of  care. 

The  findings  are: 

1)  Patient  #3  has  a  start  date  of  care  of  08/24/10 
with  a  diagnosis  of  Vitamin  B  Complex  deficiency, 
Chronic  Obstructive  Pulmonary  disease,  and 
Congestive  Heart  Failure. 

The  Plan  of  Care  (POC)  dated  1 0/23/10  documents: 
SN  (Skilled  Nursing)  one  visit  per  month 


G000 


G145 


To  ensure  that  all  personnel  provide  a 
written  summary  report  for  each  patient  is 
sent  to  the  attending  physician  at  least 
every  60  days  with  a  comprehensive 
review  of  the  patient's  total  progress  the 
following  will  take  place: 

1 .  A  Nursing  in-service  will  be 
conducted  within  Suffern  and 
Westbury  office  locations  to  review 
the  DOH  Plan  of  Correction  and  to 
review  Americare  CSS  policy  and 
procedures  to  ensure  that  60  day 
summaries  meet  the  regulatory 
requirements  of  §482.2.  A  written 
template  and  sample  60  day 
summary  will  be  provided. 

2.  A  100%  audit  of  60  day  summaries 
in  Suffern  for  the  next  quarter  then 
10%  random  audit  ongoing.  The 
results  of  these  audits  will  be 
discussed  with  the  nurses  on  an 
individual  basis,  discussed  monthly 
at  the  Nursing  Staff  meeting, 
reported  to  the  QI  Management 
meeting  and  to  the  Associate 


01/19/11 
Suffern  & 
01/20/11  in 
Westbury 


Audit  to 
completed 
June  30, 
2011  then 
on-going 


LABORATORY  DIRECTOR'S  OR  PROVIDER/SUPPLIER  REPRESENTATIVE'S  SIGNATURE  TITLE  (X6)  DATE 


Any  deficiency  statement  ending  with  an  asterisk  (*)  denotes  a  deficiency  which  the  institution  may  be  excused  from  correcting  providing  it  is  determined 
that  other  safeguards  provide  sufficient  protection  to  the  patients.  (Sec  instructions.)  Except  for  nursing  homes,  the  findings  stated  above  are  disclosablc  90 
days  following  the  date  of  survey  whether  or  not  a  plan  of  correction  is  provided.  For  nursing  homes,  the  above  findings  and  plans  of  correction  are 
disclosable  14  days  following  the  date  these  documents  arc  made  available  to  the  facility.  If  deficiencies  are  cited,  an  approved  plan  of  correction  is 

requisite  to  continued  program  participation  .  
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RN  will  perform  VS  (vital  signs)  every  visit  and 
weigh  patient  each  certification  period. 

The  60  day  summary  for  the  period  covering 
8/24/10  through  10/22/10  lacks  documentation 
regarding  the  patient's  vital  signs  and  weight  during 
this  period. 

During  the  interview  with  the  Nursing  Supervisor 
on  12/3/10,  the  Supervisor  did  not  provide  an 
explanation. 

2)  Patient  #5  has  a  start  of  care  date  of  3/3/10  with 
diagnosis  of  Chronic  Obstructive  Pulmonary 
Disease,  Congestive  Heart  Failure  and 
Hypertension. 

The  POC  dated  9/27/10  documents:  SN  3  times  a 
day,  weigh  patient  weekly  and  notify  physician  of 
weight  gain/loss  of  3  pounds,  and  assess 
cardiovascular  system  each  visit. 

The  POC  dated  9/27/10  documents:  "60  day 
summary  reviewed  with  the  physician." 

There  is  no  documented  summary  for  the  previous 
60  day  period  to  include  ranges  of  vital  signs  and 
weights. 

During  an  interview  with  the  Nursing  Supervisor  on 
12/30,  the  Supervisor  stated  it  was  "an  oversight." 
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PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFIENCY) 


Administrator  and  Administrator  in  the 
weekly  Agency  Tracking  &  Trending 
Report  and  to  the  Chief  Operating 
Officer/VP  and  to  the  Professional 
Advisory  Board  on  a  quarterly  basis. 

Patient's  #  3  and  #  5  the  60  day 
summaries,  vital  signs  and  weights  were 
discussed  with  the  physicians  and 
documented  on  a  case  conference  note  in 
the  medical  record,  (see  attached). 
However,  the  nurses  failed  to  document 
the  vital  sign  ranges  and  weights  on  the 
POC/485  which  was  sent/mailed  to  the 
MD  for  signature. 

To  remedy  the  above  the  nurses  were 
brought  into  the  office,  and  instructed  to 
write  an  addendum  to  the  60-day 
summary  which  has  been  sent  to  the 
primary  physician  for  each  patient. 

Each  nurse  received  one-on-one 
instruction  on  how  to  write  a  60  day 
summary,  and  was  given  a  template  to 
follow.  Ongoing  QI  audits  will  be  done. 

Results  of  the  QI  audits  will  be  discussed 
with  the  nurses  directly.  If  the  nurses  fail 
to  document  the  60  day  summary 
correctly  a  performance  improvement 
plan  will  be  developed.  If  there  is  no 
improvement  the  nurse  will  be  subject  to 
disciplinary  action,  and  continued  non- 
compliance will  result  in  suspension 
and/or  termination. 
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Any  deficiency  statement  ending  with  an  asterisk  (*)  denotes  a  deficiency  which  the  institution  may  be  excused  from  correcting  providing  it  is  determined 
that  other  safeguards  provide  sufficient  protection  to  the  patients.  (Sec  instructions.)  Except  for  nursing  homes,  the  findings  stated  above  are  disclosable  90 
days  following  the  date  of  survey  whether  or  not  a  plan  of  correction  is  provided.  For  nursing  homes,  the  above  findings  and  plans  of  correction  arc 
disclosable  14  days  following  the  date  these  documents  are  made  available  to  the  facility.  If  deficiencies  are  cited,  an  approved  plan  of  correction  is 

requisite  to  continued  program  participation  .  
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STATE  OF  NEW  YORK 

DEPARTMENT  OF  HEALTH 

Metropolitan  Area  Regional  Office  90  Church  Street,  Mew  York,  NY  10007 

James  W.  Clyne,  Jr. 
"•S^"  Executive  Deputy  Commissioner 

June  28, 2010  ■ 


Selfhelp  Community  Services,  Inc. 
Attn:  Madeline  Jacobs 

Director  of  Quality  Management  and  Research 
520  Eighth  Avenue 
New  York,  NY  10018 


Richard  F.  Daines  M.D. 
Commissioner  ■ 


Re:  Response  to  Plan  of  Correction 
License:  09081.003 
Survey  Date:  5/27/2010 

Dear  Ms.  Jacobs:    -  •-.  '" 

Please 'be  advised  that  the  Plan  of  Correction  relating  to  the  recent  State  Re-licensure , 
Survey  of  your  agency  have  been  reviewed  by  this  office. 

All  items  were  found  to  be  acceptable  and  it  is  expected  that  you  will  implement  this  plan 
within  the  time  frames  that  were  submitted.  A  post  approval  review  will  be  conducted  to 
verify  the  correction  of  deficiencies.  ,  ■ 

If  you  have  any  questions  regarding  this  matter,  please  call  our  office  at  (212)  427-4921. 


Sincerely, 


Cheryl  Phoenix-Tannis,  RN,  MSN,  CS 
Regional  Program  Director 

Bureau  of  Home  Health  Care  and  Hospices  Services 
Metropolitan  Area  Regional  Offices 
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STATE  OF  NEW  YORK 

DEPARTMENT  OF  HEALTH 

Metropolitan  Area  Regional  Office  90  Church  Street,  New  ^°,r^'  ^^j^^^^y  Clyne,  Jr. 
'  Richard  F.  Dairies  M.D.-  Executive  Deputy  Commissioner 

Commissioner 

June  22,  2010  • 

Metropolitan  Jewish  Licensed  Home  Care  ■ 
Attn:  Laurie  Chichester,  VP  > 
6323  Seventh  Avenue 
Brooklyn,  NY  11220 

v 

Re:  Response  to  Plan  of  Correction 
License:  1295L001 
Survey  Date:  5/6/2010 

Dear  Ms.  Chichester: 

Please  be 'advised  that  the  Plan  of  Correction,  relating  to  the  recent  State  Re-licensure 
Survey  of  your  agency  have  been  reviewed  by  this  office. 

All  items  were  found  to  be  acceptable  and  it  is  expected  that  you  will 
■  within  the  time  frames  that  were  submitted. .  A  post  approval  review  will  be  conducted  .to 
verify  the  correction  of  deficiencies. 

If  you  have  any  questions  regarding  this  matter,  please  call  our  office  at  (2 1 2)  427-492 1 . 


Sincerely,. 


"5 


Cheryl  Phoenix-Tannis,  RN,  MSN,  CS 
Regional  Program  Director 

Bureau  of  Home  Health  Care  and  Hospices  Services 
Metropolitan  Area  Regional  Offices 
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HOOD  initial  Comments 


A  State  re-licensure  survey  was  conducted  at 
Metropolitan  Jewish  Licensed  Home  Care 
Services  Agency  on  May  6, 2010. 

Four  (4)  personnel  records  were  reviewed  and 
are  identified  as  Employees  #/l  to  #4. 

Four  (4)  patient  care  records  were  reviewed  and 
are  identified  as  Patients  #1  to  #4. 

.The  Policy  and  Procedure  Manual,  Complaint 
Log,  Admission  Packet  and  Quality  Improvement 
meeting  minutes  were  reviewed. 


H  222|  766.1(a)(8)  Patient  rights 

Section  766.1  Patient  rights. 

;  (a)  The  governing  authority  shall  establish  written 
1  policies  regarding  the  rights  of  the  patient  and 
!  shall  ensure  the  development  of  procedures 
i  implementing  such  policies.  These  rights,  policies 
:  and  procedures  shall  afford  each  patient  the  right 
to: 


H000 


(8)  voice  complaints  and  recommend  changes  in 
policies  and  services  to  agency  staff,  the  New 
York  State  Department  of  Health  or  any  outside 
representative  of  the  patient's  choice.  The 
expression  of  such  complaints  by  the  patient  or 
his/her  designee  shall  be  free  from  interference, 
coercion,  discrimination  or  reprisal. 
This  Regulation  is  not  met  as  evidenced  by: 
Based  on  record  review  and  interview,  the  agency 
failed  to  revise  policies  to  include  the  correct 
phone  number  to  contact  the  New  York  State 
Department  of  Health  (  NYSDOH),for  complaints. 
This  was-  evident  for  the  agency.  Patient  Rights 
policy  and  procedure. 


H222 


Responsible  Parties:  Vice-President  and 
Director  of  Patient  Services 

Corrective  action  plan: 


Completed 


The  LHCSA  s  Patient  Rights  policy  has  been 
revised  to  include  the  correct  contact    '  j 
number  for  complaints  to  the  NYSDOH  | 
(attachment  #1) 

Completion  date:  Done  '  ! 
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H  222  i  Continued  From  page  1 

i 
i 

1  Failure  to  update  patient  rights  policies  and 
procedures  places  patients  at  risk  for  not  having 
i  agency  staff  promote  and  protect  all  patient 
i  rights. 


The  findings  is: 

The  agency:  "Attachment  I:  Patient  Rights" 
(  document  found  in  the  agency  policy  and 
procedure  manual  documents  the  following 
information:  "Voice  complaints  and  recommend 
changes  in  policies  and  services  to  agency  staff, 
the  New  York  State  Department  of  Health  (800) 
206-8125 

The  documented  phone  number  ins  not  the 
correct  contact  information  for  NYSDOH 

complaints. 

On  May  6,  2010  at  4:05  p.m.,  the  agency  Vice 
President  of  Home  Care  was  interviewed  and  did 
not  provide  ai*  explanation. 


H  224I  766. 1  (a)(9)  Patient  rights 

i  ■ 

'  Section  766.1  Patient  rights. 

j  (a)  The  governing  authority  shall  establish  written 
policies  regarding  the  rights  of  the  patient  and 
'  shall  ensure  the  development  of  procedures 
:  implementing  such  policies,  These  rights,  policies 
j  and  procedures  shall  afford  each  patient  the  right 
i  to: 


H222 


(9)  submit  patient  complajnts  about  the  care  and 
services  provided  or  not  provided  and  complaints 
concerning  lack  of  respect  for  property  by  anyone 
furnishing  service  on  behalf  of  the  agency,  to  be 
informed  of  the  procedure  for  filing  such 


H224 


Mfice  of  Health  Systems  Management  I  Office  of  Long  Term  Care 
STATE  FORM  Version  NYS  11/17/2009 


Responsible  Parties/ Vice-President  and 
Director  of  Patient  Services 


'.  Policies 
i  completer. 
Admission 
agmt  -  N/A 


Corrective  action  plan: 

The  LHCSA's  Patient  Rights  policy  has  beeln  revised 
to- include  the  correct  contact  number  for , 
complaints  to  the  NYSDOH. (attachment  The 
LHCSA's  Patient  Complaint  policy  regarding  the 
investigation  of  and  response  to  complaints  in 
accordance  with  766.9(j)is  also  available -{attachment 
#2).  For  patients  admitted  into  the  LHCSA,  we  will 
utilize  a  2  page  Admission  Agreement  (attachment 
#3)  to  document  that  the  patient  has  received 
information  regarding  their  right  to  register  a 
complaint.  .  ' 


465J11 
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H224  Continued  From  page  2 

complaints,  and  to  have  the  agency  investigate 
:  such  complaints  in  accordance  with  the 
i  provisions  of  subdivision  (j)  of  section  766.9  of 
i  this  Part  The  agency  is  also  responsible  for 
i  notifying  the  patient  or  his/her  designee  that  if  the 
'-  patient  is  not  satisfied  by  the  response  the  patient 
i  may  complain  to  the  Department  of  Health's 
i  Office  of  Health  Systems  Management. 
This  Regulation  is  not  met  as  evidenced  by: 
Based  on  record  review  and  interview,  the  agency 
:  did  not  provide  patients  with 
j  complete  information  for  lodging  complaints, 
j  This  was  evident  for  the  agency  admission  letter, 
i 

I  Failure  to  provide  complete  complaint  information 
!  places  patients  at  risk  for  not  being  able  to  fully 
i  exercise  the  right  to  make  a  complaint. 

The  findings  are: 

The  agency:  "admission  letter"  documents  the 
following  information:  "To  contact  the  Telehealth 
Program  immediately  at  718-759^733  if  you 
have  any  problems,  concerns  or  questions  about 
the  equipment." 

!  There  is  no  documented  evidence  informing 
patients  the  agency  has  within  1 5  days  to  explain 
the  complaint  investigation  findings  and  the 
i  decision  rendered. 

!  There  is  no  documented  evidence  of  informing, 
patients  of  an  appeals  process  and  the  appeal 
must  be  reviewed  by  a  member  or  committee  of 
j  the  governing  body  within  30  days  of  receipt  of  j 
the  appeal. 

There  is  no  documented  evidence  of  informing 
patients  the  right  to  voice  complaints  and 
recommend  changes  in  policies  and  services  to 
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Charts  for  LHCSA  patients  will  be  audited  monthly  to 
ensure  Admission  Agreement  is  received  back  from 
patient. 


Completion  date: 

Policies  -  done  ; 
Use  of  Admission  Agreement  -  when  patients  are 
admitted  to  LHCSA  5  ! 


5M« 
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agency  staff,  the  New  York  State  Department  of 
Health  or  any  outside  representative  of  the 
patient's  choice. 

On  May  6,  2010  at  1:30  p.m.,  the  agency  Vice 
i  President  of  Home  Care  was  interviewed  and  did 
|  not  provide  an  explanation  for  the  findings. 

i  ■ 

H  232!  766.1(c)  Patient  rights 

j  Section  766.1  Patient  rights. 

:  (c)  If  a  patient  lacks  capacity  to  exercise  these 
i  rights,  the  rights  shall  be  exercised  by  an 
1  individual,  guardian  or  entity  legally  authorized  to 
,  represent  the  patient 

i  This  Regulation  is  not  met  as  evidenced  by: 
1  Based  on  record  review  and  interview,  the  agency 
!  failed  to  have  written  and  complete  information 
:  regarding  the  rights  of  patients  with  diminished 
i  mental  capacity  to  have  a  representative  exercise 
:  all  patient  rights.  This  was  evident  for  the  agency 
:  Patient  Rights  policy  and  procedure. 
I  ■ 

!  Failure  to  have  a  complete  patient  rights  policy 
places  patients  at  risk  for  not  having  agency  staff 
promote  and  protect  all  patient  rights. 

The  finding  is: 

The  agency:  "Patient  Rights"  policy  and 
procedure  lacks  documented  evidence  of  the 
right  for  patients  lacking  capacity  to  exercise  the 
rights  and  the  rights  to  be  be  represented  by  an 
authorized  individual  or  guardian. 

On  May  6,  2010  at  4:05  p.m.,  the  agency  Vice 
1  president  of  Home  Care  was  interviewed  and  did 
not  provide  an  explanation. 
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PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


<X5) 
COMPLETE 
DATE  ' 


Responsible  Parties:  Vice-President  and 
Director  of  Patient  Services 

Corrective  action  plan: 


:  Completed 


The  LHCSA's  Patient  Rights  policy  has  been 
revised  to  include  documentation  related  to 
the  rights  of  a  patient  lacking  capacity  in  ! 
accordance  with  766.1(c)  (attachment  #1) 

Completion  date:  Done  | 
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H  404 1  Continued  From  page  4 
H  404|  766.3(b)  Plan  of  care 
,  766.3  Plan  of  care. 


! 

j  The  governing  authority  or  operator  shall  ensure 
1  that: 


PROVIDER'S  PLAN  OF  CORRECTION 
{EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


(X6) 
COMPLETE 
DATE 


(b)  a  plan  of  care  is  established  for  each  patient 
based  on  a  professional  assessment  of  the 
patient's  needs  and  includes  pertinent  diagnosis, 
prognosis,  mental  status,  frequency  of  each 
service  to  be  provided,  medications,  treatments, 

.  diet  regimens,  functional  limitations  and 

i  rehabilitation  potential. 

'  This  Regulation  is  not  met  as  evidenced  by. 

\  Based  on  record  reviews  and  interview  the 

;  agency  failed  to  develop  complete  Plans  of  Care. 
This  was  evident  for  three  (3)  of  four  (4)  patient  • 

|  care  records  reviewed  (Patients  #1  to  #3). 

i 

i  Failure  to  ensure  plans  of  care  are  complete 
places  patients  at  risk  for  receiving  poor  care  as  a 
j  result  of  not  having  all  needs  met. 


The  findings  are: 

1)  Patient  #1  has  a  start  of  care  date  of  "6/10/09" 
;  admitted  for  telemonitoring  of  blood  pressure, 
pulse  and  blood  glucose. 

2)  Patient  #2  has  a  start  of  care  date  of  "7/1 3/09"; 
admitted  for  telemonitoring  of  blood  pressure, 

i  pulse  and  blood  glucose. 

3)  Patient  #3  has  a  start  of  care  date  of  "4/25/09"; 
admitted  for  telemonitoring  of  blood  pressure, 
pulse  and  blood  glucose. 

There  is  no  documented  evidence  of  Plans  of 
Care  for  Patients  #1 , 2  and  3  which  include 
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H404 

H404 


Responsible  Parties:  Vice-President  and 
Director  of  Patient  Services 

Corrective  action  plan:  ; 

For  patients  admitted  into  the  LHCSA,  a  485 
format  will  be  used  for  physician  orders 
(attachment  #4)  to  ensure  all  pertinent  ; 
information  is  included.  Charts  for  LHCSAl 
patients  will  be  audited  on  a  monthly  basis 
to  ensure  physician  orders  are  complete:  : 

i_ 

Completion-date:  When  patients  are  admitted 
to  LHCSA  . 


N/A 
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H404  Continued  From  page  5 

pertinent  diagnosis,  prognosis,  mental  status, 
!  medications,  diet  regimens,  functional  limitations 
and  rehabilitation  potential. 

\  On  May  6,  2010  at  1:30  p.m.,  the  agency  Vice 
:  President  of  Home  Care  was  interviewed  and 
stated:  "...  we  are  providing  telephonic 
assessments  . ...  we're  not  going  into  patients 
V  homes." 

!  -  ■  '■ 

H  512|  766.4(c)  Medical  Orders 

i 

:  766.4  Medical  orders 

j.  (c)  Such  orders  shall  be  reviewed  and  revised  as 
I  the  needs  of  the  patient  dictate  but  no  less 
I  frequently  than  every  six  months,  except  where 
'  an  authorized  practitioner,  as  part  of  an 
authorization,  orders  personal  care  services  for 
up  to  one  year  for  a  Medicaid  patient 

This  Regulation  is  not  met  as  evidenced  by: 
Based  on  record  reviews  and  interview,  the 
agency  failed  to  review  and  revise  medical  orders 
no  less  frequently  than  every  six  months:  This 
was  evident  for  two  (2)  of  four  (4)  patient  care 
j  records  reviewed  (Patients  #1  and  2). 

!  Failure  to  obtain  medical  orders  every  six  (6) 
•  months  places  patients  at  risk  for  receiving 
unauthorized  care. 

j  The  findings  are: 

!  1)  Patient  #1  has  a  start  of  care  date  of  "6/10/09" 
:  and  was  admitted  for  telemonitoring  of  blood 
i  pressure,  putse  and  blood  glucose. 

|  The  patient  care  record  includes  a  medical  order 
dated  "9/29/09" 


H404 
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PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


COMPLETE 

DATE- 


N/A 


Responsible  Parties:  Vice-President  and 
Director  of  Patient  Services. 

Corrective  action  plan: 


For  patients  admitted  into  the  LHCSA,  an 
electronic  reminder/task  will  be  set  up  for  5Vz 
months  in  the  future  to  cue  the  Coordinator 
when  new  orders  are  due.  This  will  be  j 
attached  to  the  patient's  record  so  if  the  .; 
primary  Coordinator  is  out.  the  covering  j 
Coordinator  will  be  cued  to  obtain  the  orders 
and  nothing  will  be  missed.  Should  orders 
require  revision  sooner  than  6  months,  they 
will  be  obtained  at  the  time  they  are  needed: 
Charts  for  LHCSA  patients  will  be  audited  ; 
monthly  to  ensure  order's  are  up  to  date.  : 

Completion  date:  When  patients  are  admitted  to 
LHCSA 
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j  There  is  no  documented  evidence  of  medical 
|  orders  after  "9/29/09". 

I 

'.  2)  Patient  #2  has  a  start  of  care  date  of  '7/13/09" 
j  ;admitted  for  tefemonitoring  of  blood  pressure, 
|  pulse  and  blood  glucose. 

The  patient  care  record  includes  a  medical  order 
I  dated  '7/28/09". 

'■  There  is  no  documented  evidence  of  medical 
;  orders  after '7/28/09". 

i  On  May  6,  2010  at  3.00  p.m.,  the  Telehealth 
:  Nurse  Manager  was  interviewed  and  did  not 
provide  an  explanation. 

H  514'  766.4(d)  Medical  orders 
766.4  Medical  orders. 

|  (d)  Medical  orders  shall  reference  all  diagnoses, 
i  medications,  treatments,  prognoses,  and  other 
|  pertinent  patient  information  relevant  to  the 
!  agency  plan  of  care;  and 

(1 )  shall  be  authenticated  by  an  authorized 
practitioner  within  thirty  (30)  days  after  admission 
to  the  agency;  and 

(2)  when  changes  in  the  patient's  medical  orders 
are  indicated,  orders,  including  telephone  orders, 
shall  be  authenticated  by  the  authorized 
practitioner  within  thirty  (30)  days. 
This  Regulation  is  not  met  as  evidenced  by: 
Based  on  record  reviews  and  interview,  the 
agency  failed  to  have  complete  medical  orders 
and  to  ensure  medical  orders  are  signed  by  an 

I  j  authorized  practitioner  within  thirty  (30)  days. 

Office  of  health  Systems  Management  /  Office  of  Long  Term  Care^ 
STATE  FORM  "  ""^ 
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H514 


Responsible  Parties:  Vice-President  and  N/A 
Director  of  Patient  Services 

Corrective  action  plan: 

For  patients  admitted  into  the  LHCSA,  a  485 
format  will  be  used  for  physician  orders 
(attachment  #4}  to  ensure  all  pertinent  information 
is  included.  For  patients  admitted  into  the  LHCSA, 
when  the  verbal  order  is  received,  the  written  order 
will  be  faxed  the  same  day  to  the  physician;.  The 
returned  copy  with  signature  will  be  trackdd  if  it  is 
not  received  within  3- days  (5  days  if  it  includes  a 
weekend},  the  physician  will  be  contacted  dgain. 
If  it  is  not  received  back  in  another  3-5  dayjs.  the 
physician  will  again  be  contacted  and  the  order  will 
be  re-faxed.  This  process  will  be  continued  until  the 
orders  are  received  back  with  signature.  Contact 
with  the  physician  and  attempts  to  obtain  signed 
copies  will  be  documented  in  the  patient's  record. 
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-    |  This  was  evident  for  four  (4)  of  four  (4}  patient 
!  care  records  reviewed  (Patients  #1  to  #4). 

I  Failure  to  ensure  medical  orders  are  complete 
and  authenticated  by  the  authorized  practitioner 
places  the  patient  at  risk  for  receiving  unsafe 
care. 

The  findings  are: 

i  -  ■ 

1 )  Patient  #1  has  a  start  of  care  date  of  "6/1 0/09" 
;admitted  for  telemonitoring  of  blood  pressure, 
pulse  and  btood  glucose. 

i  The  initial  medical  order  dated  "6/5/09"  lacks 
i  documented  evidence  of  diagnoses,  medications 
i  and  prognosis. 

!  2)  Patient  #2  has  a  start  of  care  date  of  '7/13/09"; 
admitted  for  telemonitoring  of  blood  pressure, 
'  pulse  and  blood  glucose. 

;  The  initial  medical  Drder  dated  "6/29/09"  lacks 
I  documented  evidence  of  diagnoses,  medications 
and  prognosis. 

:  The  medical  order  initiated  on  "6/29/09"  was 
!  signed  by  the  physician  past  30  days  on 
j  "9/22/09". 

The  medical  order  in itrated  on  "7/1 3/09"  was 
i  signed  by  the  physician  past  30  days  on 
j  "10/9/09". 

!  3)  Patient  #3  has  a  start  of  care  date  of  "4/25/09"; 
\  admitted  for  telemonitoring  of  blood  pressure, 
1  pulse  and  blood  glucose. 

The  first  documented  medical  orders  is  dated 
"6/10/09",  which  is  two  (2)  months  after  the  start 


H514 
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Charts  for  LHCSA  patients  will  be  audited  monthly  to 
ensure  orders  are  up  to  date. 

Completion  date:  When  patients  are  admitted  to 
LHCSA  I 
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H  514  Continued  From  page  8 
of  care. 

i 

:  There  is  no  documented  evidence  of  initial 
!  medical  orders  which  include  diagnoses, 
medications,  treatments  and  prognosis. 

;  4)  Patient  #4  has  a  start  of  care  date  of  "3/12/10" 
i  and  was  admitted  for  telemonitoring  of  blood 
i  pressure  and  pulse. 

i  1  ■  ■ 

■  The  initial  medical  order  dated  "3/4/10"  lacks 
documented  evidence  Df  diagnoses,  medications 
;  and  prognosis. 

i 

I  On  May  6,  2010  at  3:00  p.m.,  the  Telehealth 
I  Nurse  Manager  was  interviewed  and  did  not 
j  provide  an  explanation. 

i  ' 

H  720,  7666(a){9}  Patient  care  record 

i 
i 

j  766  6  Patient  care  record. 

j  (a)  The  agency  shall  maintain  a  confidential 
record  for  each  patient  admitted  to  care  to  ■ 
include: 


H514 


(9)  documentation  of  the  patient's  receipt  of 
information  regarding  his/her  rights. 
This  Regulation  is  not  met  as  evidenced  by: 
Based  on  record  reviews  and  interview,  the 
agency  failed  to  document  receipt  of  information 
regarding  patient  rights  and  advance  directives. 
This  was  evident  for  four  (4)  of  four  (4)  patient 
care  records  reviewed  (Patients  #1  to  #4). 

Failure  to  document  receipt  of  information 
regarding  patient  rights  and  advance  directives 
places  patients  at  risk  for  not  being  able  to  fully 
exercise  ail  rights. 


H720 


PROVIDER'S  PtAN  OF  CORRECTION  j  <XS> 

(EACH  CORRECTIVE  ACTION  SHOULD  BE  ;  COMPLETE 
CROSS-REFERENCED  TO  THE  APPROPRIATE  DATE 
DEFICIENCY) 


N/A 


Responsible  Parties:  Vice-President  and 
Director  of  Patient  Services. 

Corrective  action  plan: 


For  patients  admitted  into  the  LHCSA;  we  \jvill 
utilize  a'  2  page  Admission  Agreement 
(attachment  #3)  to  document  that  the  patient 
■has  received  information  regarding  their  rights 
and  advanced  directives.  Charts  for  LHCSA 
patients  will  be  audited  monthly  to  ensure: 
Admission  Agreement  has  been'  received  back 
from  patient. 

Completion  date:  When  patients  are  admitted  to 

lhcsa  ;  ' 
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H  720  J  Continued  From  page  9 
The  findings  are: 

1 )  Patient  #1  has  a  start  of  care  date  of  "6/1 0/09"; 
|  admitted  for  telemonitoring  of  blood  pressure, 
j  pulse  and  blood  glucose. 

■    i  2)  Patient  #2  has  a  start  of  care  date  of  "7/1 3/09" 
j  ;  admitted  for  telemonitoring  of  blood  pressure, 
|  pulse  and  blood  glucose. 

! 

3)  Patient  #3  has  a  start  of  care  date  of  "4/25/09" 
;  admitted  for  telemonitoring  of  blood  pressure. 
;  pulse  and  blood  glucose. 

i  4)  Patient  #4  has  a  start  of  care  date  of  "3/12/10"; 
!  admitted  for  telemonitoring  of  blood  pressure  and 
!  pulse. 

:  There  is  no  documented  evidence  of  receipt  of 
:  information  regarding  patient  rights  and  advance 
I  directives  for  Patient  #1,2,3  and  4. 


On  May  6,  2010  at  1:30  p.m.,  the  agency  Vice 
President  of  Home  Care  was  interviewed  and 

stated.  "  we  are  providing  telephonic 

assessments  . .  .  we're  not  going  into  patients 
homes" 


H720 


H1006 


766.9(c)  Governing  authority 

Section  766.9  Governing  authority. 

The  governing  authority  or  operator,  as  defined  in 
Part  700  of  this  Title,  of  a  licensed  home  care 
service's  agency  shall: 


(c)  ensure  the  development  of  a  written 
emergency  plan  whicrfis  current  and  includes 
!  procedures  to  be  followed  to  assure  health  care 
I  needs  of  patients  continue  to  be  met  in 
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Responsible  Parties:  Vice-President  and  Completed 
■Director  of  Patient  Services 
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f 

|  emergencies  that  interfere  with  delivery  of 
i  services,  and  orientation  of  all  employees  to  their 
■  responsibilities  in  carrying  out  such  a  plan.  x 
This  Regulation  is  not  met  as  evidenced  by. 
Based  on  record  review  and  interview,  the  agency 
failed  to  develop  a  complete  Emergency 
Preparedness  Plan.  This  was  evident  for  the 
agency  Emergency  and  Disaster  Preparedness 
policy. 

Failure  to  develop  a  complete  Emergency 
Preparedness  Plan  places  patients  at  risk  for 
unsafe  care  during  an  emergency. 


The  findings  are: 

The  agency:  "Emergency  and  Disaster 
Preparedness"  policy  lacks  documented  evidence 
of  the  following  information  as  outlined  in  the 
Dear  Administrator  Letter  (DAL)  dated  "May  10, 
2005": 

1 )  Identification  of  a  24/7  emergency  contact 
i  person  and  alternate  to  be  contacted  in  an 
!  emergency; 

j  2)  A  call  down  list  of  agency  staff,  contact  list  of 
;  community  partners  and  collaboration  with 
I  community  partners  in  planning  efforts; 

3)  A  current  patient  roster,  containing  patient 
demographics,  rapid  identification  of  patients, 
classification  levels  and  emergency  contact 
numbers  of  care-givers;. 

4)  Documentation  of  participation  in  disaster 
drills; 

5)  How  the  call  down  list  information  will  be  kept 
current; 


H1006 


The  LHCSA,  a  participating  agency  of  Metropolitan  Jewish 
Health  System  (MJHS)  abides  by 
the  MJHS  System  Emergency  Management 
Plan.  The  Plan  applies  to  patients  admitted  within  the  LHCSA. 
The  Emergency  Management  Plan  Policy  is  j 
further  detailed  in  the  Emergency  Management  Manual. 
The  Emergency  Management  Manual  is  updated  j 
annually.  The  Plan  which  is  evidence  of 
operational  preparedness  includes  procedures  to 
follow  to  assure  health  care  needs  of  ■ 
patients  continue  to  be  met  in  emergencies 
that  interfere  with  delivery  of  services. 
The  Plan  for  Emergency  Preparedness/ 
Management  addresses  the  following: 

#l:  Attachment  #5:        •  i 
Page  2  of  emergencyManagement  Policy  (Identification  of 
24/7  emergency  contact  person  and  alternate}  I 
Page  2  of  Emergency  Management  Manual  Identification  of 
24/7  emergency  contact  person  and  alternate)  ; 

#2:  Attachment  #6:  Call  Down  List 

Pages  8,9.  I  1-16  from  Emergency  Management  Manual 

(Contact  list  of  community  partners  and  HPN  Policy) 

Page  I  from  Emergency  Management  Manual  (Collaboration 

with  community  partners  in  planning  effort) 

#3:  Attachment  #7;  Attached  copy  of  Emergency 
Classification  Guidelines  and  procedure  from  1 2/09  and 
Patient  Classification  System  used  prior  to  1 2/09 
(Classifications  from  the  Emergency  Management  Manual  and 
Policy).  ■ , 

#4.  Attachment  #8:  Actual  Events  in  which  Emergency 

Management  Plan  activities  implemented 

Disaster  drill  for  IT  which  impacts  upon  electronic  data 

collection  and  medical  record  : 

Home  Based  Care  Task  Force  Meetings  with  OEM-  evidence  of 

continuous  participation  by  MJHS  leadership  i 

#5.  Human  Resources  maintains  list  of  employees  vj>hich  is 
kept  current.  Human  Resource  updates  files  with  new 
employee  demographics  upon  hire  and  upon  termination  of 
employment.  This  list  is  constantly  maintained  and  'rnade 
available  to  the  VP  and  Director.  The  Director  updates  the  call 
down  list  whenever  there  are  agency  staffing  changes. 
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j  6}  Annual  review  and  update  of  the  plan  and 
j  orientation  of  staff. 

.  !' 

(  On  May  6,  2010  at  4.07  p.m.,  the  agency  Vice 
President  of  Home  Care  was  interviewed  and  did 
not  provide  an  explanation. 

H1142;  766.9(o}  Governing  Authority 

'  .     Section  766.9  Governing  authority 

j  (o)  Health  Provider  Network  Access  and 

i  Reporting  Requirements.  The  governing  authority 

1  or  operator  of  an  agency  shall  obtain  from  the 

Department '  s  Health  Provider  Network  (HPN), 
j  HPN  accounts  for  each  agency  that  it  operates 
i  and  ensure  that  sufficient,  knowledgeable  staff 
'  will  be  available  to  and  shall  maintain  and  keep 
1  current  such  accounts.  At  a  minimum,  twenty-four 
;  hour,  seven-day  a  week  contacts  for  emergency 
i  communication  and  alerts,  must  be  designated  by 
j  each  agency  in  the  HPN  Communications 
f  Directory.  A  policy  defining  the  agency '  s  HPN 
j  coverage  consistent  with  the  agency '  s  hours  of 

operation  shall  be  created  and  reviewed  by  the 
(  agency  no  less  than  annually.  Maintenance  of 
j  each  agency  '  s  HPN  accounts  shall  consist  of, 
!  but  not  be  limited  to,  the  following: 


(1)  sufficient  designation  of  the  agency '  s  HPN 
coordinators)  to  allow  for  HPN  individual  user 
application; 


i  (2)  designation  by  the  governing  authority  or 
i  operator  of  an  agency  of  sufficient  staff  users  of 
the  HPN  accounts  to  ensure  rapid  response  to 
requests  for  information  by  the  State  and/or  local 
Department  of  Health; 


IO                     PROVIDERS  PLAN  OF  CORRECTION  I  (X5) 
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#6.  Attachment  #9:  Page  3  &  4  of  the  Emergency 
Management  Policy  (Annual  review  and  update, 
orientation  of  staff). 

Completion  date:  Done 


Responsible  Parties:  Vice-President  and       7/9/ 1 0 
Director  of  Patient  Services  ; 

Corrective  action  plan: 

The  Director  of  Patient  Services  had  been  j 
erroneously  set  up  in  the  HPN  as  an  Administrator. 
His  role  has  since  been  corrected  in  the  Directory. 
The  staff  person  in  the  role  of  Emergency  Response 
Coordinator  performs  that  role  for  multiple  agencies 
within  Metropolitan  Jewish  Health  System  and  shares 
pertinent  information  across  the  system.  As  such, 
her  access  had  been  granted  through  another  MJHS 
agency  however,  she  has  since  been  assigned  to  this 
role  directly  in  the  LHCSA.  = 

| 

We  are  awaiting  the  signed  paperwork  froijn  the 
Governing  Board  Chairman  and  will  submit  his 
HPN  access  application  by  June  9,2010 

The  LHCSA  has  a  self  perpetuating  Board  and 
does  not  have  members,  therefore  assignment  of 
a  Governing  Body,  Member  in  HPN  does  not  apply. 

Completion  date:  June  9,2010 
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Hi  1 42  i  Continued  From  page  12 

(3)  adherence  to  the  requirements  of  the  HPN 
user  contract;  and 

,  (4)  current  and  complete  updates  of  the 

[  Communications  Directory  reflecting  changes 

!  that  include,  but  are  not  limited  to,  general 

|  information  and  personnel  role  changes  as  soon 

i  as  they  occur,  and  at  a  minimum,  on  a  monthly 

i  basis. 


This  Regulation  is  not  met  as  evidenced  by: 
Based  on  record  review  and  interview,  the  agency 
failed  to  maintain  a  current  Health  Provider 
Network  (HPN)  Communications  Directory. 

Failure  to  ensure  the  HPN  Communications 
Directory  is  current  places  patients  at  risk  for 
junsafe.care  during  an  emergent  situation. 

The  findings  are: 

A  copy  of  the  agency  "Contact  Information"  from 
the  HPN  Communications  directory  was 
provided. 

The  following  rotes  were  unassigned  in  the 
communications  directory:  Director,  Home  Care 
Patient  Services;  Emergency  Response 
Coordinator,  Governing  Body, 
Chairman/President  and  Governing  Body, 
Member, 

On  May  6,  2010,  the  agency  Vice  President  of 
Home  Care  was  interviewed  but  did  not  provide 
an  explanation. 
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Richard  F.  Daines  M.D. 
Commissioner 


STATE  OF  NEW  YORK 

DEPARTMENT  OF  HEALTH 

Metropolian  Area  Regional  Office  90  Church  Street.  New  York.  ^ 1 0007^  ^  ^ 

'    ,       .  Executive  Deputy  Commissioner 


August  2,  2010 


Metrocare  Givers  Inc. 
Attn:  Camille  M.  Singer,  RN 
Director  of  Patient  Services 
325  Gold  Street,  3rd  Floor 
Brooklyn,  NY  11201 


Re:   Response  to  Plan  of  Correction 
Provider:  #9773L001 
Survey  Date:  6/9/2010 


Dear  Ms.  Singer: 


Please  be  advised  that  the  Plan  of  Correction  relating  to  the  recent  State  Re-licensure 
Survey  of  your  agency  have  been  reviewed  by  this  office. 

All  items  were  found  to  be  acceptable  and  it  is  expected  that  you  will  implement  this  plan 
within  the  time  frames  that  were  submitted.  A, post  approval  review  will  be  conducted  to 
verify  the  correction  of  deficiencies. 

If  you  have  any  questions,  regarding  this  matter,  please  call  our  office  at  (212)  427-4921 . 
Sincerely,  .  ^ 

Cheryl  Phoenix-Tarmis,  RN,  MSN,  CS 
Regional  Program  Director 

Bureau  of  Home  Health  Care  and  Hospices  Services 
.  Metropolitan  Area  Regional  Offices 
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H  000!  Initial  Comments 

;  A  State  re-^licensure'  survey  was  conducted  at 
Metro  Care  Givers,  Inc.  on  June  9,  2010.  . 

*  Five  (5)  Patient  Care  Records  were  reviewed  and 
i  are  identified  as  Patients  #1  to  5. 

•  Six  (6)  Personnel  Records  were  reviewed  and  are 
•'  identified  as  Employees  #1  to  6. 

:  The  agency  Policy  and  Procedure  Manual, 
;7"  '    .  Complaint  Log  and  Quality  Improvement 
'  ,  :  -r  Committee  Meeting  Minutes  were  reviewed: 

•Hv614;> 766. 5(b)(1)  Clinical  supervision 

I  766.5  Clinical  supervision.  The  governing 
•v^-;-;l;.au{hdrity  shall  ensure  for  all  health  care  services  . 
that:  .  '     '  ; 


ID 
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r(b)  all  staff  delivering  care  in  patienl  homes  are 

■  adequately  supervised.  The  department  shall 
consider  the  following  factors  as.  evidence  of 
adequate  supervision: 

;  (1)  staff  regularly  provide. services  at  the  times 
:.:  and  frequencies-specified  in  the  patient's  plan  of 
:  care  and  in  accordance  with  the  policies  and 
■ ;  procedures  of  their  respective  services. 
.  This  Regulation  is  not  met  as  evidenced  by: 

■  Based  on  record  reviews  and  interview,  the 

■i  agency  failed:  to  ensure  patients  receive  services 
i  according  to  the  frequency  on  the  Plan  of 
";  Treatment.   This  was  evident  for  two  (2)  of  five 
.■]  (5)  patient  care  records  reviewed  (Patients  #1 

.  and  ?} 

:  Failure  to  provide  services  as  ordered  in  the  Plan 
:  of  Treatment  places  patients  at  risk  for  receiving 
poor  care  and  unsafe  care. 


H  000 
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Hce:of ^Health  Systems  Management /' Office  of  Long  Term- Care      '  ;. 
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766.5  (b)(1)  Clinical  Supervision 
The  DPS  reviewed  the  records  of  the  two 
patients  (patients  #1  &  2)  to  ensurecurrent 
visits  were  completed.  Patient  #  1  was  last 
seen  on  4/19/2010  with  the  next  visit  due  on 
7/19/2010.  Patient  #2  was  last  seen  on 
5/10/2010  with  the  next  visit  due  on 
8/10/2010. 

Responsible  person;  DPS 
Complete  Date:  6/10/2010 
All  existing  patient  records  were  reviewed 
for  visit  frequency  to  maintain  that  visits  . 
were  current,  and  the  next  visit  &  aide 
supervision  was  scheduled  according  to  the 
Plan  of  Care.  1 00%  of  the  existing  patient 
visits  were  found  to  be  current  as  of 
6/15/2010,  and  the  next  visits  including  aide 
supervisions  were  scheduled  according  to  the 
patient's  Plan  of  Care. 
Responsible  person:  DPS 
Complete  Date:  6/15/2010 
An  additional  Registered  Nurse  was  hired  on 
5/18/2010  to  assist  with  patient  visits  and 
aide  supervisions.  The  DPS  reviewed  the 
process  for  scheduling  and  tracking  visits. 
The  DPS  in-serviced  the  nursing  staff  in  the 
process  for  scheduling  and  tracking  visits. 
The  DPS  will  review  the  patient  visit 
schedules  on  a  daily  basis  to  ensure  nursing 
visits  and  aide  supervisions  are  assigned  and 
completed  according  to  the  Plan  of  Care. 
Responsible  person:  DPS 
Complete  Date:  7/8/2010 
The  DPS  will  perform  a  quarterly  audit  of 
100%  of  all  patient  records  on  a  quarterly 

"  basis. to  ensure  services  are  provided  .  -_'  .  \ 
according  to  the  Plan  of  Care.  The  results 
will  be  reported  to  the  Quality  Assurance 
Committee  on  a  quarterly  basis  and 
forwarded  to  the  Governing  Authority. 

— R^spTjrrsitile  person:  DPS  "  " 
Complete  Datei.9/29/2019  (date  of  next  PI), 
and  ongoing  "~/ / 


(X6)  DA 


ATE  FORM 


Version  NYS  117(7/2009 


9f:nRi  - 


If  continuation  she 


PRINTED:  06/24/201 C 
FORM  APPROVED 


New  York  State  Department  of  Health 


STATEMENT  OF  DEFICIENCIES 
AND  PLAN  OF  CORRECTION 


(X1)  PROVIDER/SUPPLIER/CLIA 
I  IDENTIFICATION  NUMBER; 


LC0718A 


NAME  OF  PROVIDER  OR  SUPPLIER 

METROCARE  GIVERS  INC 


(X2)  MULTIPLE  CONSTRUCTION 

A.  BUILDING  

B.  WING  


(X3)  DATE  SURVEY 
COMPLETED 


06/09/2010 


STREET  ADDRESS,  CITY.  STATE,  ZIP  CODE 

325  GOLD  STREET,  3RD  FLOOR  .. 
BROOKLYN,  NY  11201 


(X4)  lD    !  SUMMARY  STATEMENT  OF  DEFICIENCIES 

pREFIX  '  (EACH  DEFICIENCY  MUST  BE  PRECEDED  BY  FULL 

TAG     !         REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


H  614 1  Continued  From  page  1 


j  The  findings  are: 

i 

I  1)  Patient  #1  has  a  start  of  care  date  of  "6/2/09" 
■  with  diagnoses  which  include:  Parkinson's 
;  Disease  and  Glaucoma. 

|  The  agency:  "Plan  of  Treatment"  dated  "12/2/09 
j  to  6/2/10"  documents:  "RN  (Registered  Nurse): 
i  Every  3  months  for  patient  reassessment,  aide 
|  teaching  and  supervision 

j  The  patient  care  record  documents  nursing  visits 
and  aide  supervision  on  "11/30/09"  and  "4/19/10". 

The  nursing  visits  and  aide  supervision  are  not , 
completed  every  3  months  as  ordered  on  the 
Plan  of  Treatment. 

2)  Patient  #2  has  a  start  of  care  date  of  "12/3/09" 
with  diagnoses  which  include:  Insulin  Dependent 
Diabetes  Mellitus,  Hypertension,  Glaucoma. 

The  agency:  "Plan  of  Treatment"  dated  "12/3/09 
to  6/3/10"  documents  the  following  information: 
"RN  (Registered  Nurse):  Every  3  months  for 
patient  reassessment,  aide  teaching  and 
supervision 

The  patient  care  record  documents  nursing  visits 
and  aide  supervision  on  "12/3/09"  and  "5/7/10". 


The  nursing  visits  and  aide  supervision  are  not 
i  completed  every  3  months  as  ordered  on  the 
|  Plan  of  Treatment. 


!  Director  of  Patient  Services  was  interviewed  and 
.  |  stated:  "I  know  .  .  .  that's  why  we  hired  someone 
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H1006  766.9(c)  Governing  authority 

:  Section  766.9  Governing  authority. 

:  The  governing  authority  or  operator,  as  defined  in 
I  Part  700  of  this  title,  of  a  licensed  home  care 

i  services  agency  shall: 

I 

|  (c)  ensure  the  development  of  a  written 
j  emergency  plan  which  is  current  and  includes 
|  procedures  to  be  followed  to  assure  health  care 
j  needs  of  patients  continue  to  be  met  in 
I  emergencies  that  interfere  with  delivery  of 
.  I  services,  and  orientation  of  all  employees  to  their 
j  jes^onsibilities  in  carrying  out  such  a. plan. 

This  Regulation  is  not  met  as  evidenced  by: 
'  Based  oh  record  review  and  interview,  the 
;  .'Governing  Authority  failed  to  revise  the  agency's 

Emergency  Operation  Plan. 

Failure  to  have  an  updated  Emergency  Operation 
:  Plan  places  patients  at  risk  for  unsafe  care  during 
!  an  emergency  situation. 

The  findings  are: 

:.  ■  :,!  'i%  There  is  no  documented  evidence  of  a  patient 

roster  containing  patient. demographics  and 
.   :  priority  classification  levels  (Levels  1,  2  and  3)  to 
•  ;  facilitate  rapid  identification  of  patients  and  the 
.' J  emergency  contact  numbers  of  care  givers  for 
i  current  patients. 

i  2)  There  is  no  documented  evidence  of  agency 
]  collaboration  with  community  partners  in  planning 
•efforts.    .  . 

..V  V;  |  [...   :  -}\n-r'-  :.":-L;.':..''. 

'   "3)  There  is  no  aocumented  eviaence  of  a  current 
i  callrdown  list  ofagency  staff  and  the  procedure 
:  to  maintain  the  call-down  list. 
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766.9(c)  Governing  Authority 
The  agency's  patient  roster  was  updated  to 
include  patient  demographics  and  priority 
classification  levels.  The  agency's  staff  roster  - 
was  updated.  Both  current  patient  and  staff 
rosters  were  printed  and  made  available  to  the 
office  staff  and  a  copy  filed  in  the  on-call 
binder  on  7/2/20 10.    The  agency  call-down 
list  was  updated  with  current  employees  and 
all  their  contact  information  on  6/10/2010. 
The  DPS  is  completing  the  Emergency 
Operations  Resource  List  to  include  the  names 
and  phone  numbers  of  all  the  agency's 
community  resources  including  the  agency's 
community  partners. 
Responsible  person  DPS 
Complete  Date:  7/15/2010 
A  process  was  developed  and  implemented  to 
ensure  a  current  Emergency  Operations  Plan.  . 
The  patient  and  staff  rosters  will  be  updated  on 
a  weekly  basis,  printed,  made  available  to  the 
office  staff  and  a  copy  will  be  filed  in  the  on 
call  binder.  The  call-down  list  will  be 
reviewed  minimally  on  a  quarterly  basis  but 
updated  as  an  employee's  status  change's.  The 
Emergency  Operations  Resource  List  will  be 
maintained  by  the  DPS  and  a  copy  kept  in  all 
office  sites  as  well  as  in  the  on-call  book. 
Responsible  person  DPS 
Complete  Date:  7/8/20 1 0  &  ongoing  ; 
All  agency  staff  will  be  in-serviced  in  the 
process  and  their  responsibility  in  updating 
patient  &  staff  rosters,  the  call-down  list; and 
the  Emergency  Operations  Resource  List. 
Responsible  person:  DPS 
Complete  Date:  7/8/10  , 
The  DPS  will  perform  a  quarterly  audit  of  the 
..Em.eigOTC.yjr^era^^ 

patient  &  staff  rosters,  the  call'  db\Vn-list~ania"- 
Emergency  Operation  s  Resource  List  are       ■  | ' 
current  and  up  to  date.  The  results  will  be       j  . 
reported  to  the  Quality  Assurance  Committee    I  , 
'  on  a  quailuily  basis  and  forwarded  tuthe  T. 
gC(^oyfrning  Authority.  If  continuation  she< 

Responsible  person:  DPS 
Complete  Date:  9/29/20 1 9  (date  of  next  PI), 
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The  agency  call-down  list  of  agency  staff 
documents  the  name  of  a  nurse  not  currently 
employed  with  the  agency. 

'■■  The  agency  call-down  fist  of  agency  staff 
■j  documents  the  name  of  a  nurse  hired  by  the 
:  agency  on  "5/1 8/201 0".  There  is  no 
\  documentation  of  the  nurse's  phone  number. 

i  The  agency  contact  list  of  Home  Health  Aides 
;  and  Personal  Care  Aide's  included  in  the 
\  Emergency  Operation  Plan  documents  a  print  out 
!  date  of  "September  19, .2008". 

4)  There  is  no  documented  evidence  of  a  contact 
|  list  of  community  partners  as  documented  in  the 
i  agency  "Emergency  Operation  Plan"  and  the 
:  procedure  to  maintain  the  contact  list. 

.  The  agency  "Emergency  Operation  Plan" 
I  documents:  "A  readily  accessible  and  current 

Emergency  Operations  Resource  List  with  name 
;  and  telephone  and  includes:  fire,  police,  Red 
■  Cross,  area  emergency  relief  services,  will  be 
..•maintained  at  all  office  sites,  and  in  the  on-ca!l 

book."    '  ' 

i  There  .is.no  documentation  of  the  "Emergency 
|  Operations  Resource  List". 

'  On  June  9.  2010  at  3:20  p.m.,  the  agency 
Director  of  Patient  Services  was  interviewed  and 
■    s  did  not  provide  ah  explanation. 

H1M42;  766.9(b)  Governing  Authority 

FS^ctlol^6B^  -'" 
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:  (o)  Health  Provider  Network  Access  and 

;  Reporting  Requirements.  The  governing  authority 
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Xhe  agency^agMnis^ 
users  of  the  agency's^^ 

clarified  and  an  additional  person  was  assigned 

as  coordinator.  The  HPN  Communications 

Directory  was  updated  to  reflect  the  current 


q(RjegriQnsible  person  Administrator 
Complete  Date:  7/6/2010 
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,  ■  or  operator  of  an  agency  shall  obtain  from  the 
Department '  s  Health  Provider  Network  (HPN), 
HPN  accounts  for  each  agency  that  it  operates 
and  ensure  that  sufficient,  knowledgeable  staff 
will  be  available  to  and  shall  maintain  and  keep 
current  such  accounts.  At  a  minimum,  twenty-four 
!  hour,  seven-day  a  week  contacts  for  emergency 
!  communication  and  alerts,  must  be  designated  by 
:  each  agency  in  the  HPN  Communications 
■  Directory.  A  policy  defining  the  agency 1  s  HPN 
.;  coverage  consistent  with  the  agency  '  s  hours  of 
i  operation  shall  be  created  and  reviewed  by  the 
';  agency  no  less  than  annually.  Maintenance  of 
:  each  agency  '  s  HPN  accounts  shall  consist  of. 
:  but  not  be  limited  to,  the  following: 

'  (1)  sufficient  designation  of  the  agency  '  s  HPN 
'  coordinator(s)  to  allow  for  HPN  individual  user 
:  application;  . 

'  (2}  designation  by  the  governing  authority  or 
:  operator  of  an  agency  of  sufficient  staff  users  of 
;  the  HPN; accounts  to  ensure  rapid  response  to 
i  requests  for  information  by  the  State  and/or  local 
.  Department  of  Health; 

(3)  adherence  to  the  requirements  of  the  HPN 
.  !  user,  contract;  arid 

\  (4)  current. and  complete  updates  of  the 
.  Communications  Directory  reflecting  changes 
|  that  include,  but'are  not  limited  to,  general 

information  and  personnel  role  changes  as  soon 
:  as  they  occur,  and  at  a  minimum,  on  a  monthly 
'■■  basis; 


-14  ,>fi-*.-VMvW.---. 


;  This  Regulation  is  not  met  as  evidenced  by: 

;  Based  oil  record  review  and  interview,  the  agency 

!  failed  to  maintain  a  current  Health  Provider 
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The  agency  administrator  reviewed  the 
agency's  HPN  policy  and  updated  it  to 
ensure  that  the  HPN  Communications 
Directory  is  maintained  and  changed,  as  roles 
are  assigned/re-assigned.  A  log  will  be 
maintained  by  the.HPN  coordinator  to  reflect  . 
review  of  the  HPN  Communications 
Directory  minimally  on  a  monthly  basis,  and 
changes  as  they  occur. 
Responsible  person  Administrator 
Complete  Date:  7/6/2010 
All  agency  staff  were  in-serviced  in  the 
updated  HPN  policy,  and  their  role  in  the 
HPN  &  maintenance  of  the  HPN 
Communications  Directory. 
Responsible  person:  Administrator 
Complete  Date:  7/6/10 
The  Administrator  will  perform  a  quarterly 
audit  of  the  HPN  Communications  Directory 
and  the  log  to  ensure  that  the  directory  is 
current  and  changes  are  made  as  they  occur. 
The  results  will  be  reported  to  the  Quality 
Assurance  Committee  on  a  quarterly  basis 
and  forwarded  to  the  Governing  Authority. 
Responsible  person:  Administrator 
Complete  Date:  9/29/2019  (date  of  next  PI), 
and  ongoing 
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Network  (HPN)  Communications  Directory. 

;  Failure  to  ensure  the  HPN  Communications 
!  Directory  is  current  places  patients  at  risk  for 
j  unsafe  care  during  an  emergent  situation. 

i'the'fin'dihgs.is: 

\  the  agency  HPN  Communications  Directory 
j  documents  the. following  roles  as.unassigned: 
;■"  j  Director,  Home  Care  Patient  Services  and 
I  Governing  Body,  Chairman/President. 

:  The  Director  of  Patient  Services  (DPS)  was 


H1338 


interviewed  and:did. not  provide  an  explanation. 

766.11(g)  Personnel 
.766:11  Personnel. 

the  governing  authority  or  operator  shall  ensure 
for  ail  health  care  personnel: 


H1142 


:  ]  (g)  that  personnel  records  include  verifications  Df 
i  employment  history  and  qualifications  for  the 
-  f  duties  assigned  and,  as  appropriate,  signed  and 
: :  ■  v  dated.-applications  for  employment;  records  of 
;  professional  licenses  and  registrations;  records  of 
;:  physical  examinations,  and  health  status 
■   i  assessments;  performance  evaluations;  dates  of 
|  employment,  resignations,  dismissals;  and  other 
^■  pertinent  data  provided  that  all  documentation 
:  and  information  pertaining' to  an  employee's 

medical  condition  or  health  status,  including  such 
1  records  of  physical  examinations  and  health 
— --status  *sss&S3fr>eni-shal!"fe'~ffi 


ancTapart  from  the  non-medical  personnel  record 
information  and  shall  be  afforded  the  same 
confidential  treatment  given  patient  medical  . 
records  under  section  766.6  of  this  Part. 
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766. 1 1  (g)  Personnel  ' 
The  employee  (employee  #1)  was  removed 
from  direct  patient  care  until  an  annual  health 
assessment  and  Mantoux/PPD  are  complete!, 
which  began  7/6/10  and  which  will  be 
completed  by  7/8/2010  when  the 
Mantoux/PPD  testing  is  read.  Employee  #  1 
was  scheduled  for  in-home  observation  visit  on 
6/8/2010.  Patients  seen  by  this  employee  were 
observed  and  monitored  for  signs  &  symptoms ;: 
of  TB.  The  patients  have  remained  free  from- 
signs  &  symptoms  of  TB  and  will  continue  to . 
be  monitored.  Documentation  for  this  in-home 
observation  was  located  and  filed  in  the 
employee's  personal  file.  An  overall  ; 
assessment  of  performance  was  completed  on 
7/7/2010  and  filed  in  the  employee's  record. 
The  employee  (employee  #2)  was  removed 
from  direct  patient  care  until  two  (2)  reference 
checks  were  verified  which  was  completed  by 

.7/8/2010.1,'  :  ~ 

Responsible  person.  DPS 
Complete  Date:  7/8/2010 
The  DPS  will  perform  an  audit  of  100%  of. the 
I  employees'  records  to  ... 
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.  ;  This  Regulation  is  not  met  as  evidenced  by: 
'.  Based  on  record  reviews  and  interview,  the 
:  agency  failed  to  maintain  complete  personnel 
i  records.  This  was  evident  for  two  (2)  of  five  (5) 
!  personnel  records  reviewed  (Employees  #1  and 
,  2).  • 

i  Failure  to  maintain  complete- personnel  records 
;  places  patients  at. risk  for  receiving  care  from 
|  potentially  unqualified  employees. 

j 

■•  ].  The. findings  are:  '  ■ 

■    v    !.  ;'  '  .-• 

;  1)  Employee  #1  is  a  Registered  Nurse  hired  by 
i  the, agency  on  "5/6/02". 

;  There  is  no  documented  evidence  of  an  annual 
:  health  assessment  and  Mantoux/PPD  testing  for 
the  year  2008 

There  is  no  documented  evidence  of  an  in-home 
observation  for  the  year  2008. 

;  There  is  ho  documented  evidence  of  an  annual 
:  evaluation  and  in-home  observation  for  the  year 
.    .  :  2009.  . 

'. ;      i        . :.  .:  ■  ,  . 

:  ■  '■  ■  ':  I  2)  Employee  #2  is  a  Registered  Nurse  hired  by 
'j  the  agency  on  "5/18/10". 

;    |  There  is  no  documented  evidence  of  two  (2) 
l  verified  reference  checks. 

•;  I  On  June  9,  2010  at  1,50  p.m.,  the  agency 
I  pirectbr  of  Patient  Services  was  interviewed  and 
.a_q.>exp!a.n.gtion,.. ....         ..    ..,  _ 
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ensure  complete  personnel  records  are 
maintained  including  two  (2)  verified 
reference  checks,  an  annual  performance 
assessment,  annual  in  home  supervisory  visits 
to  observe  performance,  and  annual  health 
assessments  &  Mantoux/PPD.  The  health 
records  are  maintained  in  a  separate  folder 
apart  from  the  personnel  record.  All  non- 
compliant  employees  will  be  removed  from 
direct  patient  care  until  all-missing 
components  are  scheduled,  completed  and 
filed  in  the  employee's  personnel  record. 
Responsible  person  DPS 
Complete  Date:  7/15/2010 
The  DPS  reviewed  the  agency's  policy  and 

,  process  for  ensuring  compliance  with 
verification  of  reference  checks,  annual 
assessments  including  the  in-home 
supervisory  visit  and  annual  health 
assessments  &  Mantoux/PPDs.  The 
scheduling  and  tracking  process  was  also 
reviewed.  The  DPS  in-serviced  all  agency, 
staff  in  the  agency's  process  for  scheduling  . 

'  and  tracking  personal  compliance. 
Responsible  person:  DPS 
Complete  Date:  7/8/10'  1 
The  DPS  will  perform  a  quarterly  audit  of 
100%  of  all  personnel  records  for  one-year,  ' 
then  quarterly  audit  of  25%  of  all  personnel 
records  thereafter.  The  results  will  be 
reported  to  the  Quality  Assurance  Committee:: 
on  a  quarterly  basis  and  forwarded  to  the 
Governing  Authority. 
Responsible  person:  DPS 
Complete  Date:  9/29/2010  (date  of  next  PI), 

'  and  ongoing 
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j  766.11  Personnel. 

■  i 

■  The  governing  authority  or  operator  shall  ensure 
I- for  ail  health  care  personnel: 


that  ail  personnel  receive  orientation  to  the 
[  policies  and  procedures  of  the  home  care 
;  services  agency  operation  and  in-service 
I  education  necessary  to  perform  his/her 
i  responsibilities^  At  a  minimum: 

•:  (1)  home  health  aides  must  participate  in  12 
;  hours ;  of  in-service  education  per  year;  and 

|  (2)  personal  care  aides  must  participate  in  six 
j  hours  of- in-service  education  per  year 
j  This  Regulation  is  riot  met  as  evidenced  by: 
'  Based  on  record  reviews  and  interview,  the 
.j  agency  failed  to  document  orientation  to  agency 
i  policy  and  procedures;  specific  duties; 
;  emergency  disaster  plan  and  required. annual 
|  training  for  .employees.  This  was  evident  for  two 

■  j  (2)  of  six  (6)  personnel  records  reviewed 
(Employees  #1  and  2). 

i  Failure  to  document  required  orientation  and- 

■  ■  annual  training  for  employees  places  patients  at. 
j  risk  fqhrreceiving-poor  care  from  potentially 
•  unqualifbdpersonnel. 

I  The  findings  are: 
1)  Employee  #1  is  a  Registered  Nurse  hired  by 

There  is  no  documented  evidence  of  annual  . 
Universal  Precautions  training  for  the  years  2008 
and  2009. 
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766.11(1)(1)  Personnel 
The  employee  (employee  #1)  was  scheduled 
for  and  attended  in-services  on  Standard 
Precautions  and  HIV  confidentiality  on 
12/18/2008  and  again  on  12/29/2009. 
Documentation  of  attendance  at  these 
inservices  was  located  and  filed  in  the 
employee's  personal  file  on  6/10/2010.  The 
employee  (employee  #2)  was  a  new 
employee  and  still  in  orientation  at  the  time 
of  the  survey.  This  employee  completed  the 
agency's  orientation  including  orientation  to 
the  agency's  policy  and  procedures,  specific 
duties,  the  agency's  emergency  operations 
plan,  HIV  Confidentiality  and  Standard 
Precautions  on  6/10/2010.  Evidence  of  '■ 
completion  of  the  orientation  was  filed  in 
the  employee's  personal  file  on  6/10/2010.  : 
Responsible  person:  DPS 
Complete  Date:  6/10/2010.  , 
The  DPS  will  perform  an  audit  of  100%  of 
the  employee's  records  to  ensure 
compliance  to  orientation 
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.  2)  Employee  #2  is  a  Registered  Nurse  hired  by 
i  the  agency  on  "5/18/10". 

I  There,  is  no  documented  evidence  of  orientation 
>  to  agency  policy  and  procedures,  specific  duties 
J  and  emergency,  disaster  plan. - 

,:  There  is  no  documented  evidence  of  HIV 
;  Confidentiality  training  and  Universal  Precautions 
|  training  at  the  time  of  hire. 

[  On  June  9,  2010  at  1:50  p.m.,  the. agency 
..  |  Director  of  Patient  Services  was  interviewed  and 
'  did  not  provide  an  explanation. 


H1342 


'  -  Sjili  Jiiill  J,.~.itr 


and  attendance  at  an  in-service  on  Standard 
Precautions  and  HIV  confidentiality  at  the 
time  of  hire  and  on  an  annual  basis.  All  non- 
compliant  employees  will  be  removed  from 
direct  patient  care  until  the  employee  attends 
orientation  and  an  inservice  on  Standard 
Precautions  &  HIV  confidentiality,  and  proof 
of  attendance  is  filed  the  employee's 
personnel  record,  ln-services  are  scheduled 
every  Tuesday  for  the  remainder  of  20 1 0:  '= 
Responsible  person:  DPS 
Complete  Date:  7/ 15/20 10. 
The  DPS  reviewed  the  agency's  policy  and . 
process  for  ensuring  compliance  with  initial 
orientation  and  Standard  Precautions  Si  HIV 
confidentiality  in-services.  The  DPS  in-  : 
serviced  all  agency  staff  in  agency's  policy 
and  process  for  scheduling  and  tracking  initial 
orientation  and  Standard  Precautions  &  HIV: . 
confidentiality  in-services. 
Responsible  person:  DPS 
Complete  Date:  7/8/2010 
The  DPS  will  perform  a  quarterly  audit  of 
100%  of  all  new  personnel  records  for 
compliance  to  initial  orientation  and  Standard- 
Precautions  &  HIV  confidentiality  iri-services:- 
The  results  will  be  reported  to,the  Quality 
Assurance  Committee  on  a  quarterly  basis. and 
forwarded  to  the  Governing  Authority. 
Responsible  person:  DPS  , 
Complete  Date:  9/29/2010  (date  of  next  PI), 
and  ongoing 
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STATE  OF  NEW  YORK 

DEPARTMENT  OF  HEALTH 

Metropolitan  Area  Regional  Office  90  Church  Street,  New  York,  NY  10007 
Richard  F.  Dairies  M.D.  James  W.  Clyne,  Jr. 

Commissioner  Executive  Deputy  Commissioner 

August  25,  2010 


Premier  Home  Health  Care  Services,  Inc. 
Attn:  Donna  Duggan,  RN 
Director  of  Clinical  Services 
9202  Fifth  Avenue 
Brooklyn,  NY  T  1209- 


Re:   Response  to  Plan  of  Correction 
License:  1665L003  , 
Survey  Date:  6/10/2010 

Dear  Ms.  Duggan:  ' 

Please  be  advised  that  the  Plan  of  Correction  relating  to  the  recent  State  Re-licensure 
Survey  of  your  agency  have  been  reviewed  by  this  office. 

All  items  were  found  to  be  acceptable  and  it  is  expected  that  you  will  implement  this  plan 
within  the  time  frames  that  were  submitted.  A  post  approval  review  will  be  conducted  to 
verify  the  correction  of  deficiencies. 

If  you  have  any  questions  regarding  this  matter,  please  call  our  office  at  (212)  417:4921. 


Cheryl  Phoenix-Tannis,  RN,  MSN,  CS 
Regional  Program  Director 

Bureau  of  Home  Health  Care  and' Hospices  Services 
Metropolitan  Area  Regional  Offices 
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Initial  Comments 

A  State  re-licensure  survey  was  conducted  at 
"Premier  Home  Health  Care  Services,  lnc". 
(1665L003)  ( formerly  known  as  Patient. 
Care1147l_003)  on  June  10,  2010. 

Four  (4)  Patient  Care  Records  were  reviewed  and 
are  identified  as  Patients  #1  to  4. 

Seven  (7)  Personnel  Records  were  reviewed  and 
are  identified  as  Employees  #1  to  7. 

The  agency  Policy  and  Procedure  Manual, 
Complaint  Log  and  Quality  Improvement 
Committee  Meeting  Minutes  were  reviewed. 

766.4(d)  Medical  orders 
766.4  Medical  orders. 


ID 
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TAG 
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PROVIDERS  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


(d)  Medical  orders  shall  reference  all  diagnoses, 
medications,  treatments,  prognoses,  and  other 
pertinent  patient  information  relevan  t  to  the 
agency  plan  of  care;  and  ■ 

(1)  shall  be  authenticated  by  an  authorized  . 
practitioner  within  thirty  (30).  days  after  admission 
to  the  agency;  and 

(2)  when  changes  in  the  patients  medical  orders 
are  indicated,  orders,  including  telephone  orders, 
shall  be  authenticated  by  the  authorized 
practitioner  within  thirty  (30)  days. 

This  Regulation  is  not  met  as  evidenced  by: 
Based  on  record  reviews  and  interview,  the 
j  agency  failed  to  ensure  medical  orders  are 
j  signed  within  30  days  by  an  authorized 
i  practitioner.  This  was  evident  for  two  (2)  of  four 
I  (4)  patient  care  records  reviewed  (Patients  #1 . 
!  and  #2). 


H514 


H514 
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L  <ATORY  DIRECTOR'S  OffPROVIDER/SUPPUER  REPRESENTATIVE'S  SIGNATURE 
STATE  FORM 


Corrective  action  for  (ipse  , 
patients  found  to  be  affected  by 
the  deficient  practice: 

Patient#lFNS  was  reeducated 
an  obtaining  signed  and  dated 
MD  orders  within  30  days  as  per 
agency  policy  and  state 
regulations. 

Patient  #2  FNS  was  reeducated 
on  obtaining  signed  MD  orders  j 
as  per  agency  policy  and  state  \ 
regulations.  j 

Identification  of  other  patients 
having  the  potential  to  be 
affected  by  the  deficiency  and 
what  corrective  action  will  be 
taken: 

All  case  managed  cases  have 
the  potential  to  be 
affected  by  the  deficient 
practice. 

1.    The  agency  will  perform 
100%  audit  of  the  current 
population  of  case  managed 
cases 
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Failure  to  ensure  .medical  orders  are  signed  ' 
within  30  days  places  patients  at  risk  for  unsafe 
and  unauthorized  care. 

The  findings  are: 

1)  Patient  #1  has  a  start  of  care  date  of  "8/14/08" 
and  a  diagnosis  of  Hypertension. 

The  patient  care  record  documents  a  medical 
order  initiated  on  "10/16/09"  and  signed  by  the 
authorized  practitiqner  on  "-1 1/19/09". 

2)  Patient  #2  has  a  start  of  care  date  of 
"1.1/28/08"  and  a  diagnosis  of  Hypertension. 

The  patient  care  record  documents  medical 
orders  initiated  on  "03/05/09",  "09/05/09"  and 
"03/05/10". 

There  is  no  documented  evidence  of  the  date  the 
physician  signed  tire  orders. 

On  June  10,  2010  at  4:50  p.m.,  the  Director  of 
Patient  Services  was  interviewed  and  stated:  "1 
can't  get  the  MD's  signatures." 

Previously  cited  on- 1 1/08/07. 

765.9(e)  Governing  authority 

Section  756.9  Governing  authority. 

The  governing  authority  or  operator,  as  defined  in 
Part  700  of  this  Title,,  of  a  iicensed  home  care 
services  agency  shall: 


(e)  make  available  to  the  public  information 
concerning  the  services  which  it  offers,  the 
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Measures  that  will  be  put  in 
place  to  ensure  that  the 
deficient  practice  will  o  ot 
reoccur: 

The  Regional  Director  of  Patient 
Services  will  be  responsible  for 
overseeing  the  audit  process  and 
then  the  Office  Administrator 
moving  forward. 
FNS's  re-educated  on 
completion  of  POT,  inclusive  of 
identification  of  services 
provided,  diagnoses  matching 
medications,  and  procedures  for 
obtaining  signed  MD  orders 
within  30  days  as  per  agency 
policy  and  state  regulations. 

How  will  tie  corrective  action 
be  monitored  to  ens  ore  the 
deficient  practice  will  not 
reoccnr? 

As  is  company  practice, 
random  quarterly  chart  audit 
will  continue  to  ensnre 
compliance  with  completion 
of  plan  of  treatment  and 
MD  signature  within  30  days. 
Persons  responsible  for 
ongoing  compliance: 

1.  FNS 

X  RDPS 

3.   Office  Administrator 
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geographic  area  in  which  these  services  are 
made  available,  the  charges  for  the  various  types 
of  service  and  the  payment  mechanisms  which 
may  be  available  for  such  services. 
This  Regulation  is  not  met  as  evidenced  by: 
Based  on  record  review  and  interview,  the  agency 
failed  to  provide  the  public  with  correct 
information  about  the  services  which  it  offers. 
This  was  evident  for  the  agency  admission, 
packet  and  "Scope  of  Services"  policy  and 
procedure. 

Failure  to  provide  the  public  with  accurate 
information  places  patients  at  risk  for  receiving 
services  that  are  not  authorized. 

The  findings  are: 

i  The  agency  operating  license  documents  the 
agency  is  authorized  to  provide  the  following 
services:  "Nursing,  Home  Health  Aide,  Personal 
Care,  Homemaker  and  Housekeeper ". 

The  agency:  "Consent  for  Treatment"  form 
included  in  the  admission  packet  documents  the- 
following  information: "....  Services  which  may  be 
rendered  by  ...physical  therapists  "  . 

The  agency  is  not  authorized  to  provide  Physical 
Therapy.  ^ 

The  agency:  "Client  Service  Agreement"  form 
included  in  the  admission  packet  documents  the 
following  services:  "Companion"  and  "Escort". 

The  agency:  "Scope  of  Services"  policy  and 
procedure  documents  the  agency  offers 
"Companion "  services. 

;  The  agency  is  not  authorized  to  provide 


H1010 
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Corrective  action  for  those  ' 
patients  found  to  be  affected  by> 
the  deficient  practice: 

No  patients  were  affected  by  i 
the  deficient  practice  < 

Consent  for  treatment  forms 
will  be  amended  to  exclude 
physical  therapy  services. 

Identification  of  other  patients 
having  the  potential  to  be 
affected  by  the  deficiency  and 
what  corrective  action  will  be 
taken: 

AH  case  managed  cases 
-  have  the  potential  to 
•  be  affected  by  this 

deficient  practice 

1.    Consent  for  treatment 
forms  will  be  amended  to 
exclude  physical  therapy 


Measures  that  will  be  put  in 
place  to  ensure  that  the 
deficient  practice  will  not 
reoccur: 

1.  Upon  receipt  of  amended 
form,  all  admission  packets 
will  be  updated  with  new 
form  that  states  accurately 
authorized  services. 

2.  All  staff  will  be  educated  on 
new  form 
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"Companion" .  and  "Escort "  services. 

On  June  10,  2010  at  5:55  pm,  the  Director  of 
Patient  Services  Was  interviewed  and  did  not 
provide  an  explanation. 

766.9(j)  Governing  authority 

Section  766.9  Governing  authority. 

The  governing  authority  or  operator,  as  defined  in 
Part  700  of  this  Title,  of  a  licensed  home  care 
services  agency  shall: 
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(j)  ensure  the  development  and  implementation 
of  a  patient  complaint  procedure  to  include: 

(1)  documentation  of  receipt,  investigation  and 
resolution  of  any  complaint,  including  the 
maintenance  of  a  complaint  log  indicating  the 
dates  of  receipt  and  resolution  of  all  complaints 
received  by  the  agency; 

(2)  review  of  each  complaint  with  a  written 
response  to  all  written  complaints  and  to  oral  ; 
complaints,  if  requested  by  the  individuals  making 
the  oral  complaint 

(i)  explaining  the  complaint  investigation  findings 
and  the  decisions  rendered  to  date  by  the  agency 
within  1 5  days  of  receipt  of  such  complaint;,  and 

(ii)  advising  the  complainant  of  the  right  to  appeal 
the  outcome  of  the  agency's  complaint 
investigation  and  the  appeal  procedure  to  be 
followed;  ■ 

(3)  an  appeals  process  with  review  by  a. member 
,  or  committee  of  the  governing  authority  within  30 
|  days  of  receipt  of  the  appeal;  and 
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IV.         How  will  the  corrective  action 
be  monitored  to  ensure 
the  deficient  practice  will 
not  reoccur? 

Quarterly  audits  will  be 
conducted  to  ensure 
compliance  and  reviewed 
at  the  quarterly  QI  meetings 
Persons  responsible: 
l.FNS 

2  Branch  Administrator 

3  RDPS 

4  Director  of  Clinical  Services 


H1020  , 

I.  Corrective  action  for  those 
patients  found  to  be  affected  by  the 
deficient  practice: 

No  patients  were  affected  by  the 
deficient  practice. 

II.  Identification  of  other  patients 
having  the  potential  to  be  affected 
by  the  deficiency  and  what 
corrective  action  will  be  taken: 

All  case  managed  patients  have  the 
potential  to  be  affected  by  this 
deficient  practice. 

1.  Complaint  logs  will  be  reviewed  to 
ensure  that  all  complaints  bave  been 
resolved.  The  log  will  be  updated  to 
reflect  date  of  resolution. 
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(4)  notification  to  the  patient  or  his  or  her 
designee  that  if  the  patient  is  not  satisfied  by  the 
agency's  response,  the  patient  may  complain  to 
the  Department  of  Health's  Office  of  Hearth 
Systems  Management. 
This  Regulation  is  hot  met  as  evidenced  by: 
Based  on  record  review  and  interview,  the  agency 
failed  to  maintain  a  log  to  document  the  receipt, 
investigation  and  resolution  of  complaints.  This 
was  evident  for  the  agency  complaint  log. 

Failure  to  maintain  a  complaint  log  places 
patients  at  risk  for  poor  care  as  a  result  of  the 
agency  not  responding  to  complaints  in  a  timely 
manner. 

The  findings  are: 

The  agency  complaint  [og  documents  complaints 
received  on  "02/08/10"  "  03/02/10",  "11/11/09", 
"1 1/02/09",  "11/1 9/09",  "1 1/30/09"  and 
07/13/09". 

There  is  no  documented  evidence  of  the  dates  of 
resolution  for  the  complaints. 

On  June  10,  2010  at  5:52  p.m.,  the  Director  of 
Patient  Services  was  interviewed  and  did  not 
provide  an  explanation. 

Previously  cited  on  1 1  /08/07. 
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766. 9(o)  Governing  Authority 

Section  766.9  Governing  authority 

(o)  Health  Provider  Network  Access  and 
Reporting  Requirements.  The  governing  authority 
or  operator  of  an  agency  shall  obtain  from  the 


H1142 
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III.  Measures  that  will  be  put  in 
place  to  ensure  that  the  deficient 
practice  will  not  reoccur: 

1.  All  staff  wiD  be  in  serviced  on 
proper  completion  of  complaint  logs, 
including  date  of  resolution,  as  per 
agency  policy  and  procedure. 

2.  Office  Administrator/Operations 
Manager  "win  review  logs  weekly  to 
ensure  that  resolution  has  been 
obtained  and  documented. 


IV.  How  will  the  corrective  action  be 
monitored  to  ensure  the  deficient 
practice  will  not  reoccur? 

As  is  company  practice,  complaint 
logs  will  be  reviewed  at  quarterly 
branch  QI  meetings  to  ensure  that 
complaints  are  reported  and  resolved 
timely. 

Persons  responsible  for  ongoing 
compliance 
/  1.  FNS 

2.  Office  Administrator 

3.  Regional  DPS 
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Department '  s  Health'  Provider  Network  (HPN), 
HPN  accounts  for  each  agency  that  it  operates 
and  ensure  that  sufficient,  knowledgeable  staff 
will  be  available  to  and  shall  maintain  and  keep1 
current  such  accounts.  At  a  minimum,  twenty-four 
hour,  seven-day  a  week  contacts  for  emergency 
communication  and  alerts,  must  be  designated  by 
each  agency  in  the  HPN  Communications 
Directory.  A  policy  defining  the  agency '  s  HPN  ■ 
coverage  consistent  with  the  agency  '  s  hours  of 
operation  shall  be  created  and  reviewed  by  the 
agency  no  less  than  annually.  Maintenance  of 
each  agency  .'  s  HPN  accounts  shall  consist  of, 
but  not  be  limited  to,  the  following: 


(1 )  sufficient  designation  of  the  agency '  s  HPN  . 
coordinator(s)  to  aliow  for  HPN  individual  user 
application;  . 

(2)  designation  by  the  governing  authority  or 
operator  of  an  agency  of  sufficient  staff  users  of 
the  HPN  accounts  to  ensure  rapid  response  to 
requests  for  information  by  the  State  and/or  local 
Department  of  Health; 

(3)  adherence  to  the  requirements  of  the  HPN 
user  contract;  and 

(4)  current  and  complete  updates  of  the 
Communications  Directory  reflecting  changes 
that  include,  but  are  not  limited  to,  general, 
information  and  personnel  role  changes  as  soon 
as  they  occur,  and  at  a  minimum,  on  a  monthly 
basis. 


This  Regulation  is  not  met  as  evidenced  by: 
Based  on  record  review  and  interview,  the 
governing  authority  failed  to,maintain  a  current 
Health  Provider  Network  (HPN)  Communications 
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HI  142 

I.  Corrective  action  for  those  patients 
found  to  be  affected  by  the  deficient 
practice: 

There  were  no  patients  found  to  be  affected 
by  this  regulation.  , 

EL  Identification  of  other  patients  having 
the  potential  to  be  affected  by  the 
deficiency  and  what  corrective  action  will 
betaken: 

1.  The  agency  policy  and  procedure  defines 
the  necessary  roles  within  the  organization  ( 
and  the  function  of  fee  HPN  coordinator.  j 

2.  As  is  agency  practice,  the  policies  and 
procedures  are  reviewed  anntfally- 

3.  Designated  employees  will  be  assigned  to 
the  role  of:  24/7  Facility  Contact,  Office  of 

the  Administrator,  Criminal  History  Record 
Check  authorized  person,  Governing  Body 
Chairman/President,  Governing  Body 
member. 


DDL  Measures  thatwIU  be  put  ba  place  to 
ensure  tint  tfee  driiatat  practice  will  not 

1.  As  is  agmeypiacti«,tbe  policies  and 
procedures  ste  nrvievred  annoalry. 
%  An  audit  of  foe  HPU  system  1*31  be 
conducted  to  ensure  CBrrent  aoajnilc 
nxfbrmatkn  legardingrole  designation  of 
employees  and  reviewed  ts  an  agenda  item 
at  the  quarterly  Corporal  i1:  QI  meeting. 
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Continued  From  page  6  . 
Directory. 

Failure  to  have  an  HPN  account  for  each  agency 
and  have  staff  to  maintain  a  current  HPN 
Communications  Directory  places  patients  at  risk 
for  unsafe  care  during  an  emergent  situation. 

The  findings  are: 

On  June  10,  2010  at  4:00  p.m.,  a  computer  print 
out  of  the  agency  HPN  Communications 
Directory  was  provided  for  review. 

The  following  roles  are  unassigned:   "24  by  7 
Facility  Contact1:  and  "Office  of  the  ' 
Administrator". 

On  June  10,  2010  at  4:58  p.m.,  the  Director  of 
Patient  Services  was  interviewed  and  did  not 
provide  . an  explanation.  - 

766.11(i)  Personnel 

766.11  Personnel.  '  . 

The  governing  authority  or  operator  shall  ensure 
for  all  health  care  personnel: 


H1142 


H1342 


(i)  that  all  personnel  receive  orientation  to  the 
poficies  arid  procedures  of  the  home  care 
services  agency  operation  and  in-service 
education  necessary  to  perform  his/her 
responsibilities.  At  a  minimum: 

(1)  home  health  aides  must  participate  in  12 
hours  of  in-service  education  per  year;  and 

(2)  personal  care  aides  must  participate  in  six 
hours  of  in-service  education  per  year. 

This  Regulation  is  not  met  as  evidenced  by: 
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IV.         How  will  the  corrective  action 
be  monitored  to  ensure 
the  deficient  practice  will 
not  reoccur? 

Quarterly  audits  will  be 
conducted  to  ensure 
compliance  and  reviewed 
at  the  quarterly  QI  meetings 
Persons  responsible: 
l.FNS 

2  Branch  Administrator 

3  RDPS 

4  Director  of  Clinical  Services 


H1342 

L  Corrective  action  for  those  patients 
found  to  be  affected  by  the  deficient 
practice: 

There  were  no  patients  found  to  be 
affected  by  the  deficient  practice 

IL  Identification  of  other  patients  having 
the  potential  to  be  affected  by  the 
deficiency  and  what  corrective  action  will 
betaken: 

All  patients  have  the  potential  to  be 
affected  by  the  deficient  practice. 
1.  f  The  agency  policy  and  ■ 
procedure  requires  that  all 
employees  receive  aunnal  HTV 
confidentiality  to  ensure  there  is 
no  breach  in  confidentiality. 
The  agency  policy  requires  all 
employees  receive  annual 
training  in  universal  precautions 
to  reduce  the  risk  of  exposure  to 
and  transmission  of  infections. 
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Based  on  record  review  and  interview  the  agency 
failed  to  ensure  employees  receive  HiV 
Confidentiality  and  Universal  Precautions  training 
annually.  This  was  evident  for  two  (2)  of  seven  (7) 
personnel  records  reviewed  (Employees  #6  and 
7)-- 

Failure  to  ensure  annual  training  in  HIV 
Confidentiality  and  Universal  Precautions  places 
employees  and  patients  at  risk  for  breach  of 
confidential  information  and  exposure  to  infection. 

The  findings  are; 

1)  Employee  #6  is  a  Registered  Nurse  hired  by 
the  agency  on  "12/04/07" . 

There  is  no  documented  evidence  of  annual  HIV 
Confidentiality  and  Universal  Precautions  training 
for  the  years  2008-and  2009. 

On  June  10,  2010,-  at  5:06  p.m.,  the  Director  of 
Patient  Services  was  interviewed  and  stated:  "Per 
the  HR  (Human  Resources)  Coordinator,  the  HIV 
Confidentiality  and  Universal  Precautions  training 
is  not  present  in  the  file." 

2)  Employee  #7  is  a  Registered  Nurse  and 
Director  of  Patient  Services  hired  by  the  agency 
on  "11/14/07". 

There  is  no  documented  evidence  of  annual  HIV 
Confidentiality  and  Universal  Precautions  training 
for  the  year  2008. 

On  June  10,  2010  at  4:45  p.m.,  the  Director  of 
Patient  Services  was  interviewed  and  did  not 
provide  an  explanation. 
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PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
-    .  DEFICIENCY) 


HI.  Measures  that  will  be  put  in  place  to 
ensure  that  the  deficient  practice  will  not 
reoccur: 

1.  The  Office  Administrator  will 
monitor  that  all  staff  attend 
annual  mandatory  training. 

2.  Evidence  of  attendance  win  be 
documented  and  placed  in  the 
employee  file. 

IV.  How  will  the  corrective  action  be 
monitored  to  ensure  the  deficient 
practice  will  not  reoccur? 

1.  The  agency  will  document 
annual  HTV  confidentiality,  and 
universal  precautions  training 
on  all  employees  as  per  agency 
policy  and  state  regulation. 

2.  Documentation  of  training  will 
be  placed  in  the  employee 
record.  x 
Compliance  reports  will  be 
reviewed  monthly  to  ensure 
compliance  with  agency  policy 
and  SDOH  regulation. . 
Persons  responsible  for  ongoing 
compliance: 

1.  Office  Administrator 

2.  FNS 

3.  RDPS 

4.  Compliance' supervisor 
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Richard  F.  Dairies. M.D. 
Commissioner 


STATE  OF  NEW  YORK 

DEPARTMENT  OF  HEALTH 

Metropolitan  Area  Regional  Office  90  Church  Street,  New  York,  NY  10007 

"  James  W.CIyne,  Jr. 

Executive  Deputy  Commissioner 


August  25,  2010 


Americare  of  New  York  City 
Attn:  Nancy  Hahn 
.  Administrator 
3044  Coney  Island  Avenue 
Brooklyn,'NY  11235 


Re:   Response  to  Plan  of  Correction 
License:  9190L001 
Survey  Date: ;  7/15/2010 

Dear  Ms.  Hahn: 

Please  be  advised  that  the  Plan  of  Correction  relating  to  the  recent  State  Re-Licensure  Survey  of 
your  agency  have  been  reviewed  by  this  office. 

All  items  were  found  to  be  acceptable  and  it  is  expected  that  you  will  implement  this  plan  within 
the  time  frames  that  were  submitted.  A  post  approval  review  will  be  conducted  to  verify  the 
correction  of  deficiencies. 

If  you  have  any  questions  regarding  this  matter,  please  call  our  office  at  (212)  417-4921. 
Sincerely, 

Cheryl  Phoenix-Tannis,  RN,  MSN,  CS 
Regional  Program  Director 

Bureau  of  Home  Health  Care  and  Hospices  Services 
Metropolitan  Area  Regional  Offices 


/jt 


americare 


a  tradition  of  caring 


August  6,  2010 

Ms.  Cheryl  Phoenix-Tanriis,  RN,  MSN,  CS  . 

Regional  Program  Director  • 
New  York  State  Department  of  Health 
Home  Health  Care  and  Hospice  Services 
Metropolitan  Area  Regional  Office 

90  Church  Street  - 
New  York,  New  York  10007 

Re:      Re-Licensure  Survey 
License:  9190L001 
Survey  Date:  July  15,  2010 

Dear  Ms.  Phoenix-Tannis: 

Please  find  enclosed  Americare  Inc.'s  Plans  of  Correction  in  response  to  the  Statements, 
of  Deficiency  issued  by  your  office  dated  July  30,  2010  resulting  from  the  re-licensure 
survey  of  our  agency  conducted  on  July  15,  201 0. 

Should  you  have  questions,  please  contact  me  at  718-434-5100  extension  3114. 
Thank  you. 


Sincerely, 


Nancy  Hahn 
Administrator 


New  York  State  Department  of  Health 
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Initial  Comments 

A  State  re-licensure  survey  was  conducted  at 
Americare  of  New  York  City  on  July  1 5,  201 0. 

Five  (5)  Patient  Care  Records  were  reviewed  and 
are  identified  as  Patients  #1  to  5. 

Five  (5)  Personnel  Records  were  reviewed  and  . 
are  identified  as  Employees  #1  to  5. 

The  agency  Policy  and  Procedure  Manual, 
Complaint  Log  and  Quality  Improvement 
Committee  Meeting  Minutes  were  reviewed. 

766.1(a)(9)  Patient  rights 

Section  766.1  Patient  rights. 

(a)  The  governing  authority  shall  establish  written 
policies  regarding  the  rights  of  the  patient  and 
shall  ensure  the  development  of  procedures 
implementing  such  policies.  These  rights,  policies 
and  procedures  shall  afford  each  patient  the  right 
to: 


(9)  submit  patient  complaints  about  the  care  and 
services  provided  or  not  provided  and  complaints 
concerning  lack  of  respect  for  property  by  anyone 
famishing  service  on  behalf  of  the  agency,  to  be 
informed  of  the  procedure  for  filing  such 
complaints,  and  to  have  the  agency  investigate 
such  complaints  in  accordance  with  the 
provisions  of  subdivision  (j)  of  section  766.9  of 
this  Part.  The  agency  is  also  responsible  for 
notifying  the  patient  or  his/her  designee  that  if  the 
patient  is  not  satisfied  by  the  response  the  patient 
may  complain  to  the  Department  of  Health's 
Office  of  Health  Systems  Management! 
This  Regulation  is  not  met  as  evidenced  by: 
Based  on  record  review  and  interview,  the  agency 


H0O0 


H224 


Office  of  Health  Systems  Management  /  Office  of  Long  Term  Care 
LABORATORY  DIRECTOR'S  OR  PROVIDER/SUPPLIER  REPRESENTATIVE'S  SEGNATURE 


TITLE 


(X6)  DATE 


STATE  FORM 


Version  NYS  11/17/2009 


6899 


UDFiCll 


If  continuation  shfeetl  of  5 


New  York  State  Department  of  Health 


PRINTED:  07/29/2010 
FORM  APPROVED 


STATEMENT  OF  DEFICIENCIES 
AND  PLAN  OF  CORRECTION 


(XI)  PROVIDER/SUPPLIER/CLIA 
IDENTIFICATION  NUMBER: 


LC  0423B 


NAME  OF  PROVIDER  OR  SUPPLIER 


AMERICARE  OF  NEW  YORK  CITY 


(X4)ID 
PREFIX 
TAG 


H224 


SUMMARY  STATEMENT  OF  DEFICIENCIES 
(EACH  DEFECIENCY  MUST  BE  PRECEDED  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


H722 


Continued  From  page  1 

did  not  provide  patients  complete  information 
about  the  agency  procedures  for  investigating 
complaints..  This  was  evident  for  the  agency 
"Complaint  Procedure"  included  in  the  admission 
Packet. 

Failure  to  provide  patients  complete  written 
complaint  information  places  patients  at  risk  for 
not  being  able  to  fully  exercise  rights. 

The  findings  are: 

1)  There  is  no  documented  evidence  of  informing 
patients  the  agency  has  within  15  days  to  explain 
the  complaint  investigation  findings  and  the 
decision  rendered. 

2)  There  is  no  documented  evidence  of  informing 
patients  of  an  appeals  process  and  the  appeal 
must  be  reviewed  by  a  member  or  committee  of 
the  governing  body  within  30  days  of  receipt  of 
the  appeal. 

On  July  15,  2010  at  4:30  pm.,  the  agency 
Director  of  Patient  Services  and  Administrator 
were  interviewed  and  did-not  provide  an 
explanation. 

766.6(a)(10)  Patient  care  record 

766.6  Patient  care  record. 

(a)  The  agency  shall  maintain  a  confidential 
record  for  each  patient  admitted  to  care  to 
include: 
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( 1 0)  a  discharge  summary  when  the  patient  is 
discharged  from  the  agency  including: 

(i)  documentation  of  discharge  planning 
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Plan  for  Allegedly  Affected  Patients: 
The  Director  of  Patient  Services  will  assign  a 
Nurse  to  re-visit  patients  #1,  #2,  #3  to  explain  and 
provide  each  a  copy  of  Americare  Lie's  revised 
Complaint  Procedure  outlined  in  the  Patient  Bill  of 
Rights,  (attachment  #1) 

Plan  to  Identify  other  Potentially  Affected  Patients: 
The  Director  of  Patient  Services  will  send  al)  currenl 
patients  the  following  documents 

1.  Cover  Letter  (attachment  #2) 

2.  Amended  Patient  Bill  of  Rights 

3.  Acknowledgment  of  Receipt  (attachment 
#3) 

Measures  and  Systems 

The  Director  of  Patient  Services  will  meet  with  all 
the  nurses  to: 

1 .  Review  Americare  Inc.'s  existing 
"Patient  Grievance  Complaint  Procedure." 
(attachment  #4) 

2.  Review  the  amended  Patient  Bill  of  Rights 

3.  Review  the  nurses' responsibility  in  ensuring 
that  the  amended  Bill  of  Rights  is  included  in 
the  admission  packet  before  given  to  patients 

4.  Review  the  nurses'  responsibility  in  ensuring 
Patient  Rights  are  fully  explained  to  patient  and  or 
their  representatives. 

Monitoring  Systems  . 

A  dedicated  staff  will  be  assigned  to  randomly 
check  20  admission  folders  per  month  to  ensure  that 
revised  and  updated  Patient  Bill  of  Rights  is 
included  in  the  folder. 

Newly  admitted  patients  will  be  contacted  by 

their  assigned  coordinators  to  ensure 

they  have  received  the  Patient  Bill  of  Rights. 

Information  obtained  from  monitoring  of  admission 
folders  and  patient  contact  will  be  prepared  and 
provided  at  the. Professional  Advisory  Committee 
Meeting  every  quarter.  ■  
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Continued  From  page  2 
preparation; 

(ii)  notification -to  the  patient's  authorized 
practitioner; 

(iii)  reasons  for  discharge  and  date  of  discharge; 

(iv)  summary  of  care  given  and  patient's . 
progress; 

(v)  patient  status  upon  discharge  including  a 
description  of  any  remaining  needs  for  patient 
care  and  supportive  services; 

(vi)  patient  or  family  ability  to  self-manage  in 
relation  to  any  remaining  problems;  and 

(vii)  recommendations  and  referral  for  any 
follow-up  care,  if  needed. 

This  Regulation  is  not  met  as  evidenced  by: 
Based  on  record  reviews  and  interview,  the 
agency  did  not  document  a  discharge  summary, 
including  notifying  the  authorized  practitioner, 
when  patients  are  discharged  from  the  agency. 
This  was  evident  for  two  (2)  of  two  (2)  discharged 
patient  care  records  reviewed  (Patients  #4  and 
5)- 

Failure  to  document  a  discharge  summary  places 
patients  at  risk  for  potentially  unsafe  and  poor 
continuity  of  care. 

The  findings  are: 

1 )  Patient  #4  has  a  start  of  care  date  of 

"1 1/25/09"  and. a  discharge  date  of  "6/26/10". 

There  is  no  documented  evidence  of  a  discharge 
summary  and  notification  to  the  patient's 
authorized  practitioner. 
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Plan  for  Allegedly  Affected  Patients 
The  Director  of  Patient  Services  will  contact 
patients  #4  and  #5  to  determine  and  identify 
whether  they  have  remaining  health  care  needs 
and  or  any  follow-up/  referral  needs,  and  whether 
their  physicians  have  been  informed  of  their 
discharge  from  Americare  Inc.  Should  these 
patients  request  assistance  with  referral  or  with 
any  remaining  needs,  The  Director  of  Patient 
Services  will  assist  them  as  appropriate.  The 
Director  of  Patient  Services  shall  document 
the  outcome  of  these  contacts  and  actions 
'  taken  to  address  patients'  expressed  needs. 

Plan  to  Identify  Other  Potentially  Affected  Patients 
The  Director  of  Patient  Services  and  four 
Registered  Nurses  will  conduct  a  100%  review  of 
cases  to  identify  those  patients,  that  have  been 
discharged  from  Americare  Inc.  within  the  last 
seven  months.  Utilizing  the  Discharge  Summary 
Form  (attachment  5),  each  nurse  shall  identify 
remaining  needs  and  request  for  assistance.  Each 
nurse'shall  document  findings  and  actions  taken  to 
address  the  patient's  expressed  needs  on  the  form. 


Measures  and  Systems 

The  Director  of  Patient  Services  shall  meet  with  the 
Registered  Nurses  and  the  Coordinators  to: 

1.  Train  and  in-service  staff  on  discharge  planning 
requirements,  (see  attachment  #6). 

2.  The  Director  of  Patient  Services  shall  emphasize 
staffs  role  as  referral  sources  for  patient  and  family  ii 
obtaining  follow-up  support  services. 

3.  Identified  problems  through  the  discharge  planninj 
process  shalhbe  referred  to  the  Quality  Management 
Department. 

4.  Train  and  in-service  staff  on  the  proper 
documentation  and  utilization  of  the  Discharge 
Summary  Form. 

5.    Reinforcement  of  departmental  standards  and 
requirements  will  be  discussed. 
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2)  Patient  #5  has  a  start  of  care  date  of  "2/12/10" 
and  discharge  date  "6/30/10". 

There  is  no  documented  evidence  of  a  discharge 
summary  and  notification  to  the  patient's 
authorized  practitioner. 

On  July  15,. 20 10  at  1:00  pm.,  the  agency 
Director  of  Patient  Services  (DPS)  was 
Interviewed  and  stated:  "....No  we  don't  have  it 
(discharge  summary).  We  have  to  start  doing  it." 
The  DPS  further  stated:  "No,  we  don't  do  it  for 
our  private  paying  patients  (notifying  the 
authorized  practitioner  of  a  patient's  discharge." 

766.9(c)  Governing  authority 

Section  766.9  Governing  authority. 

The  governing  authority  or  operator,  as  defined  in 
Part  700  of  this  Title,  of  a  licensed  home  care 
services  agency  shall: 
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(c)  ensure  the  development  of  a  written 
emergency  plan  which  is  current  and  includes 
procedures  to  be  followed  to  assure  health  care 
needs  of  patients  continue  to  be  met  in 
emergencies  that  interfere  with  delivery  of 
services,  and  orientation  of  all  employees  to  their 
responsibilities  in  carrying  out  such  a  plan. 
This  Regulation  is  not  met  as  evidenced  by: 
Based  on  record  review  and  interview,  the  agency 
failed  to  develop  a  complete  Emergency  Disaster 
Preparedness  Plan. 

Failure  to  have  a  complete  Emergency  Disaster 
Preparedness  Plan  places  patients  at  risk  for 
unsafe  care  during  an  emergency  situation. 
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Continued  From  page  4 
The  findings  are: 

The  agency:  "Emergency  Preparedness"  and 
"Emergency  Disaster  Plan"  policies  lack 
documented  evidence  of  the  following: 

1)  Procedures  for  maintaining  a  current  agency 
call  down  list  of  agency  staff. 

2)  Procedures  for  maintaining  a  current  contact 
list  of  community  partners. 

3)  Procedures  for  how  the  agency  will  respond  to 
requests  for  information  by  community  partners  in 
an  emergency. 

4)  Procedures  for  orientation  of  staff. 

On  My  15,  2010  at  3:30  p.m.,  the  agency 
Director  of  Quality  Management  was  interviewed 
and  did  not  provide  an  explanation. 
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Americare  Inc.'s  Emergency  Preparedness  Plan 
was  revised  in  response  to  the  findings  of  the 
survey  that  took  place  on  July  15,  2010 
to  include  the  following: 

1 .  Procedures  for  maintaining  a  current  agency 
call  down  list. 

2.  Procedures  for  maintaining  a  current  contact 
list  of  community  partners. 

3.  Procedures  for  how  the  agency  will  respond 
to  requests  for  information  by  community 
partners  in  an  emergency. 

4.  Procedures  for  orientation  of  staff. 

Staff  will  be  in-serviced  on  the  amended 
Emergency  Preparedness  Plan  annually.  The  first 
In-service  will  be  completed  by  8/30/2010 
Copies  of  the  Plan  will  be  distributed  to  staff  at 
the  time  of  the  in-service. 

■  New  employees  will  be  oriented  to  the  agency's 
Emergency  Preparedness  Plan  by  their  respective 
Supervisors. 


(attachment  #  7) 
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402.6(d)  Criminal  History  Record  Check  Process 

Section  402.6  Criminal  History  Record  Check 
Process. 


(d)  A  provider  may  temporarily  approve  a 
prospective  employee  while  the  results  of  the 
criminal  history  record  check  are  pending.  The 
provider  shall  implement  the  supervision 
requirements  identified  in  section  402.4  of  this 
Part,  applicable  to  the  provider,  during  the  period 
of  temporary  employment. 

This  Regulation  is  not  met  as  evidenced  by  : 
Based  on  record  review  and  interview,  the  agency 
failed  to  provide  in-home  supervision  during  the 
first  week  of  temporary  employment  for 
employees  undergoing  a  Criminal  History  Record 
Check  (CHRC).  This  was  evident  for  one  (1 )  of 
four  (4)  Home  Health  Aide  personnel  records 
reviewed  (Employee  #2). 

Failure  to  provide  in-home  supervision  during  the 
first  week  of  temporary  employment  while 
awaiting  the  CHRC  results  places  patients  at  risk 
for  unsafe  care. 

The  finding  is: 

Employee  #2  is  a  Home  Health  Aide  hired  by 
agency  on  "4/10/09". 

The  agency  "Employee  Work  Schedule" 
documents  Employee  #2  first  day  worked  was 
"4/14/09"  and  also  worked  on  "6/3/09,  6/5/09, 
6/8/09,  6/9/09,  6/10/09,  6/11/09,  6/12/09,  6/15/09 
and  6/16/09." 

There  is  no  documented  evidence  of  in-home 
supervision  during  the  first  week  of  temporary 
Employment  until  "6/16/09". 
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8/9/2010 


Plan  for  Allegedly  Affected  Personnel 
Review  of  the  employee's  personnel  record  was 
conducted.  The  review  revealed  satisfactory 
annual  performance  evaluation.  A  field  staff  will 
be  assigned  to  check  on  the  aide  utilizing  the 
field  visit  indicator  (see  attachment  #8). 

Plan  to  Identify  Potentially  Affected  Personnel         8/9/20 1 0 
The  Administrator  will  convene  a  meeting  with 
staff  to  review  the  statement  of  deficiencies 
related  to  the  supervision  of  the  home  health 
aides  awaiting  results  of  the  Criminal  History 
Record  Check.  Dedicated  staff  will  be  assigned  to 
check  the  agency's  CHRC  database  weekly  to 
keep  current  with  those  employees  due  for  initial 
visit  or  telephone  contact. 

Measures  and  Systems 

The  Director  of  Quality  Management  will  hold 
weekly  meetings  with  the  clerical  staff  whose 
responsibilities  are  to  monitor  and  assign 
supervisory  visits  for  the  paraprofessionals 
awaiting  results  of  the  CHRC. 
The  purposes  of  this  meeting  will  include  but  not  be 
limited  to: 

1 .  Obtain  updates  on  the  number  of 
paraprofessionals  who  require  supervisory  visits. 

2.  Identify  those  RN  and  Field  staff  available  to 
perform  the  supervisory  visits 

3.  Plan /schedule  the  supervisory  visits 


8/9/2010 
and  on- 
going 


Monitoring  of  Systems 
The  Director  of  Quality  Management  will  review  the 
computer  printout  of  weekly  visits  that  have  been 
performed  as  well  as  the  number  of  visits  that  have 
been  conducted.  Report  will  be  provided  to 
the  Administrator  of  Americare  Inc. 


8/9/2010 
and 

on-going 
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On  July  15, 2010  at  4:30  pm,  the  agency 
Administrator  and  Director  of  Patient  Services 
were  interviewed  and  did  not  provide  an 
explanation. 

402.9(d)  Responsibilities  of  Providers;  Required 
Notif 

Section  402.9  Responsibilities  of  Providers; 
Required  Notifications. 


(d)  Policies  and  procedures.  Each  provider 
subject  to  the  provisions  of  this  Part  shall  have 
policies  and  procedures  designed  to  implement 
the  personnel  policies  and  procedures  to  reflect 
these  new  requirements  is  sufficient  compliance 
with  this  subdivision. 

This  Regulation  is  not  met  as  evidenced  by: 
Based  on  record  review  and  interview,  the  agency 
failed  to  revise  Criminal  History  Record  Check 
(CHRC)  policies  and  procedures.  This  was 
evident  for  the  agency  Policy  and  Procedure 
Manual. 

Failure  to  revise  Criminal  History  Record  Check 
policies  and  procedures  fails  to  ensure  agency 
employees  are  implementing  the  CHRC 
according  to  regulations,  which  can  result  in  poor 
patient  care. 

The  findings  are: 

The  agency:  "Criminal  History  Record  Check 
Policies  and  Procedures"  lacks  documented 
Evidence  of  the  following: 

1)  All  required  responsibilities  of  providers  and 
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Americare  Inc.'s  endeavors  to  comply 
with  the  New  York  State  Department  of  Health's 
Criminal  History  Record  Check.  It  has  always 
been  the  practice  of  Americare  Inc.  not  to  charge 
potential  employees  for  obtaining 
fingerprints  for  criminal  history  record  check. 
It  is  Americare  Inc.'s  current  practice  to  act  upon 
CHRC  information  in  a  timely  manner. 

At  the  time  of  the  surveillance  visit,  the  surveyor 
found  evidence  of  compliance  with  the 
requirements. 

Americare  Inc.'s  CHRC  policy  and  procedure 
was  amended  to  reflect  our  on-going 
implementation  of  the  New  York  State 
Department  of  Health  CHRC  requirements. 
(See  attachment  9) 
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Continued  From  page  2 
required  notifications  (402.9); 

2)  Prohibiting  the  charging  of  employees  for  a 
criminal  history  record  check; 

3)  Requesting,  receiving,  reviewing  and  acting 
upon  CHRC  information  in  a  timely  manner 
(402.4)(a)(l). 

On  July  15,  2010  at  3:30  p.m.,  the  agency 
Director  of  Quality  Management  was  interviewed 
and  did  not  provide  an  explanation. 
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